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Abstract

Once thought to be rare, Obsessive-Compulsive Disorder (OCD)
afflicts more than 2% of the population. This percentage may be an
underestimation given the secrecy of this disorder. In fact, approximately
one-third to one-half of all adults with OCD report that their OCD developed
in childhood. Thus, the knowledge, identification, and ability to monitor
interventions is crucial in both the home and school settings. Over the past
decade, the investigation of successful treatment options has grown, and has
provided many children and adolescents with some symptom alleviation.
Unfortunately, the assessment methodology of OCD significantly lags behind
that of current intervention o_ptions. Therefore, the assessment domain
needs to be addressed. The purpose of this stgdy was to develop a rating
scale and direct observation measure that could be used in the home or
school setting to monitor the treatment of OCD on a case-specific basis.
Participants in this study were: (1) student actors (N=10); (2) an adult actor
(i.e., the teacher) (N=1); (3) trained graduate student observers (ﬂ=é); and
(4) experts in the field of OCD (N=9). The accuracy-reliability paradigm was
used to validate tﬁe newly created rating scale and observation measure. To

accomplish this task, an incontrovertible index was developed using a
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xii
scripted performance captured on videotape. The research design and data
analysis was descriptive and correlational. Several findings of this study
were noteworthy. First, OCD expert ratings and observations ranged from
moderately accurate to accurate. Second, graduate student observers were
fairly reliable on the OCD-DOS and OCD-RS. Also, moderate to moderately
high correlations were found between observations and ratings. Finally, the
OCD-DOS demonstrated sensitivity to change in the expected direction for
the four target behaviors. The OCD-RS demonstrated sensitivity to change
when the experts completed it, but not when the graduate students used it.
A detailed examination of these findings and their implications for

researchers and practitioners is discussed.



Chapter 1
Introduction

Obsessive-Compulsive Disorder (OCD), originally thought to be a rare
disorder, afflicts more than 2% of the population (Whitaker et al., 1990).
Among adults who suffer from OCD, approximately one-third to one-half
developed OCD when they were children or adolescents (March, Leonard, &
Swedo, 1995). Realistically, OCD probably affects more individuals than
current epidemiologi.cal studies report. Due to the hidden nature of OCD, it is
reasonable to assume that it is an under-repprted and under-identified
disorder that, for a large majority of people, has origins in childhood. In many.
cases, early detection of this disorder has played a vital rolé in children's
recovery from OCD (Querioz, Motta, Madi, Sossai, & Boren, 1981).
Therefore, kngwledge and identification of OCD by school psychologists is
important to the alleviation of this disorder (Adams, Waas, March, & Smith,
1994).

Briefly, obsessions can be described as "persistent ideas, thoughts,
impulses, or images that are experienced as intrusive and inappropriate and
‘that cause marke.d anxiety or distress" (American Psychiatric Association,
1994, p. 418). Some typical childhood obsessions are fear of
contamination, fear of something habpening to themselves or loved ones

(i.e., fire, death, iliness), and need for exactness (Swedo, Leonard, &



Rapoport, 1990). Compulsions can be defined as "repetitive behaviors (e.g.,
hand washing, ordering, checking) or mental acts (e.g., praying, counting,
repeating words silently) the goal of which is to prevent or reduce anxiety or
distress, not to provide pleasure or gratification” (American Psychiatric
Association, 1994, p. 418). During childhood, it is not uncommon for
children to demonstrate typical age-dependent ritualized behaviors that
resembie OCD (i.e., ritualized play or bedtime rituais). However, these
rituals are typically linked to developmental tasks and usually vanish by

| middle ch.ildhood (Evans, 1997; llg, Ames, & Baker, 1981; Leonard,
Goldberger, & Rapoport, 1990). The obsessions énd/or compulsions of
children with OCD differ fromv developmentally-appropriate ritualized
behaviors in respect to timing, content, and severity. That is, the
obsessions. and compulsions of children with OCD usually appear after the
developmentally-appropriate time, seem odd, and produce an inability to
function (March, Leonard, & Swedo, 1995).

Assessment of OCD

A review of the childhood-onset OCD assessment literature revealed
seyeral shortconﬁngs in the currently used assessmént devices. These
weaknesses are: (a) the children's scales héve not been designéd specifically
~ for children in that they have been downward extensions of the adult scales;

(b) the scales have untested reliability and validity; (c) they are primarily



clinician-administered interviews or rating scales; and (d) the instruments
have a lack of symptom specificity (Como, 1997). Additionally, direct
behavioral observations for assessment and interyention monitoring have not
been used on a consistent or frequent basis (Henin & Kendall, 1997; Taylor,
1995).

| The most glaring shortcoming of all current OCD assessment devices
has been the failure to use appropriate' validity indices. This lack of
éppropriate validity estimates for OCD assessment devices significantly
hinders the uﬁlity of these instruments. All of the OCD measures that report
validity estimates have used a very traditional method for establishing
content, construct, and criterion-related validity. In essence, investigators
have tried to validate OCD assessment instruments by using a traditional
scale validat[gn paradigm that seeks to assess the existence of a hypothetical
construct, or latent trait. While this traditional validation paradigm represents
one way to establish the validity of instruments, perhaps an alternative scale
validation model may be more useful in establishing the validity of OCD
assessment measures. In this context, an effort should be made to validate
the OCD assesshent devices as measures of behavior instead of measuring
a latent trait, or state of beilng. In other words, OCD can betconsidered a
behavioral response class consisting of numerous individual, molécular

behaviors (i.e., obsessions and compulsions). The purpose of validating
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OCD assessment meésures as behavioral assessment measures is to ensure
tﬁat the resulting scores describe actual, observable behavior (i.e., motor
responses, cognitive and affective events, and physiological responses).

Foster and Cone (1995) assert that two types of répresentational
validity, content validity and accuracy, be established for behavioral
measures. Content validity assesses the extent to which the instrument
measures what it purports to measure. Specifically, content validity examines
the extent to which a measure operationally defines the behavior/response
class that is being assessed. Also, scores obtained from the measure should
depict the actual behavior. Accuracy is @ measure of the instrument's ability
to reflect "true" behavior. Establishing an instrument's accuracy is done by
comparing scores on a given instrument to those of an incontrovertible index.
An incontrovertible index is an illustration of the target behavior(s) that the
investigator deems as "truth." This incontrdvertible index can be generated
by mechanically generated responses, naturalistic observations, and/or
controlled stimuli (i.e., videotaped naturalistic behavior or scripted
performance). Once accuracy of the instrument is establisﬁed, convergent
and discriminant \;/alidity are no longer neéessary (Foster & Cone, 1995).

A review of psychopharmacological treatment studies and
psychosaocial interventions for childréh who have OCD underscores the

inadequacies of the current measures to reliably and accurately assess

16



behavior change. In terms of both medication and psychosocial intervention,
clinicians and researchers assert that there has been a positive change;
however, they often fail to provide consumers with the data on what
behaviors have changed.

Over the past decade, the investigation of successful treatment
options for children and adolescents with OCD has muitiplied. Fortunately,
exposure and response prevention (E/RP) behavior therapy, drug therapy, or
a combination of these therapies have afforded many children and
adolescents some overall relief: and for a few, full recovery (Leonard, Swedo,
March, & Rapoport, 1995). Unfortunately, the assessment méthodology of

OCD significantly trails that of current treatment options.

Focus and Conceptual Framework

The fggus of this dissertation was twofold. First, two outcome
assessment measures (i.e., a rating scale and direct observation measure) to
monitor psychopharmacological and/or behavioral interventions were created.
Second, the reliability and accuracy of the newly-created rating scale and
direct observatioh measure was established through an alternative scale
validation modelhcalled the accuracy-reliability paradigm (Racine, 1994).

Given that the psychometric properties of the various childhood-onset

OCD scales are suspect, there is a need to develop a scale that is sensitive

to the topography of a certain behavior. Accuracy, a concept closely related



to reliability and validity, has rarely been addressed in the evaluation of rating
scales or direct observation measures. Cone (1981) indicated that the
establishment of an instrument's accuracy is the most important feature.
Unfortunately, researchers have often ass_umed accuracy from.inter-rater
reliability or test-retest reliability indices. However, a measure that is reliéble
is not necessarily accurate, but a measure that is accurate is inevitably
reliable. Cone (1992) asserts, "To establish an instrument's accuracy,
‘whether for occurrence, cross-setting, or other, it is necessary to have two
things: (a) a set of rules/procedures, preferably written, for using the
instrument, and (b) an incontrovertible index against which to compare data
produced by the instrument " (p. 24). Thus, an incontroVertibIe index was be
established for purposes of this research by using two videotaped vignettes of
scripted perfqr,mancesl from an adolescent who exhibited four frequently
observed compulsions. Two UW-Madison experts came to consensus on
what they observed while watching the two videotapes. Hence, the
performance standard (i.e., incontrovertible index) was derived. Then, the
trained experts and experts in the field of OCD viewed these videotapes and
completed the néwly created rating scale and direct observation measure. If
the participants converged on what they observed, then the scale is accurate.
In addition, written, explicit instructions were developed in accordance with

Cone's statement via a training manual. Specific instructions were an



important part because they are almost always never used with existing
instruments (Taylor, 1995). |

For purposes of this study, the following literature was reviewed: (1)
general OCD issues; (2) assessment issues related to childhood-onset OCD,;
(3) the reliability of rating scales and direct observation measures; and (4)
the accuracy of behavioral measures. This releQant literature is reviewed in

Chapter 2.
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Chapter 2

Literature Review

Overview of OCD

According to the Diagnostic and Statistical Manual of Mental

Disorders - Fourth Edition (DSM-IVL(1994) an individual must have five

diagnostic characteristics to meet the criteria for clinical OCD. These.
characteristics, as outlined by the DSM-IV (1994), are as fbllows;
A. Either obsessions or compulsions:

Obsessions as defined by (1), (2), (3), and (4):

(1) recurrent and persistent thoughts, impulses, or images that are
experienced, at some time during the disturbance, as intrusive and
inappropriate and that cause marked anxiety or distress

(2) the thoughts, impulses, or images are not simply excessive
worries about real-life problems

(3) the person attempts to ignore or suppress such thoughts,
impulses, or images, or to neutralize them with some other thought

or action

(4) the person recognizes that the obsessional thoughts, impulses,
or images are a product of his or her own mind (not imposed from
without as in thought insertion) .

Compulsions as defined by (1) and (2):

(1) repetitive behaviors (e.g., hand washing, ordering, checking) or
mental acts (e.g., praying, counting, repeating words silently) that
the person feels driven to perform in response to an obsession, or
according to rules that must be applied rigidly

(2) the behaviors or mental acts either are aimed at preventing or
reducing distress or preventing some dreaded event or situation;




however, these behaviors or mental acts either are not connected
in a realistic way with what they are deS|gned to neutralize or
prevent or are clearly excessive

B. At some point during the course of the disorder, the person has
recognized that the obsessions or compulsions

are excessive or unreasonable. Note: This does not apply to
children.

C. The obsessions or compulsions cause marked distress,
are time consuming (take more than 1 hour a day), or
significantly interfere with the person's normal routine,
occupational (or academic) functioning, or usual socnal
activities or relationships.

D. If another Axis | disorder is present, the content of the
obsessions or compulsions is not restricted to it

E. The disturbance is not due to the direct physiological

effects of a substance (e.g., a drug of abuse, medication) or

a general medical condition. (p. 422-423).
OCD is diagnosed along Axis | and is considered to be an anxiety disorder.
Childhood-onset OCD must meet the same criteria as specified for adults in

the DSM-IV: however, children may or may not have insight into their

obsessions and/or compulsions.

Clinical Course of OCD

- The topography of childhood-onset OCD varies 6n an individual basis
as well as intra-individually across time. In other words, the course of
childhood-onset OCD does not seem to follow any typical developmental
trajectory nor are certain obsessions and/or compulsions predictive of a

certain developmental pathway (March & Leonard, 1996). In a prospective
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follow-up study by Rettew, Swedo, Leonard, Lenane and Rapoport (1992),
qualitative information regarding OCD symptoms across time was reportéd
for a sample of children and adolescents (N=79). Many interesting findings
were reported: (a) no significant age-related trends were discovered in
terms of symptom type; (b), washing and checking compulsions were
exhibited by 47% of the sample at some point during the course of their
disorder: (c) symptom constellation changed over time and varied on content
and severity dimensions; and (d) childrerlw 6-years old and younger were
more likely to have compullsions. These authors also noted that pure

obsessive OCD was observed less frequently than pure compulsive OCD.

- The age of onset data from this sample yielded an early onset type and an

adolescent onset type. Those children who were diagnosed with early onset
OCD were twice as likely as those with adolescent onest OCD to be male
and to have had a positive family history of OCD or Tourette's Syndrome.

Prevalenqe of OCD

Prevalence estimates of OCD usually vary between 2% and 3% of the
general population. For example, the Epidemiology Catchmer;t Area (ECA)
study reported a 2.5°A of lifetime prevalence in the population at large
(Robins ét al., 1984). Flament and colleagues (1988) conducted a survey of
5,596 high school students, and 20 adolescents were identified as having

OCD (0.4%). When the sample was weighted, the estimated prevalence rate

22
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for adolescents with OCD was 1%. In addition, the majority of childhood and
adolescent OCD studies indicate that most children diagnosed with OCD
show symptoms'during 10 to 14 years of age and another one-third report
symptoms before 9 years of age (Riddle et al., 1990; Swedo et al., 1989).
Flament et al. (1988) reported a six month prevalence rate of approximately
1 in 200 children and adolescents. The true prevalence of childhood-onset |
OCD is difficult to ascertain given that there have been no appropriate
epidemiological child and adolescent studies (Carter, Pauls, & Leqkman,
1995).

Complications from OCD

Complications from OCD can affect children and adolescents both at
school and home.

Impact of OCD at school. Although the'prévalence rate of OCD in

children and adolescents is not extraordinary, it is believed to be 20 to 40
timés more common than previously repor;ed (Clarizio, 1991). The secretive
nature of this problem makes it difficult to identify those who have OCD.
Although there has been no systematic investigation as t.o how youth with
OCD function in school, it is important for school personnel to be
knowledgeable about OCD and be able to critically evaluate referrals for
special education. Due to the indiv'id.ual variability of OCD across students,

OCD will impact students in different ways. Among the most common school.

23
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prbblems (from time of onset) that students with OCD experience are: -(a)
poor peer relations; (b) high absentee rates; (c) a>decline in scholastic
aptitude and oveérall school functioning; (d) an increase in drug and-alcohol
abuse, and (e) lack of attention/distractibility (Adams et al., 1994, Clarizio,
1991; Johnston & Fruehling, 1997). Many of these students also are referred
and placed in special education due to their inability to function in a regular
education classroom: however, other students with mild to moderate ocD
remain in the regular education setting.

Impact of OCD at home. Each family who has a child of adolescent

with OCD copes differently. VanNoppen, Pato, and Rasmussen (1993)
delineate five different coping strategies typically adopted by families who _
have a family member with OCD. First, there are those families who help
with the child's rituals in an effort to maintain the status quo. Second, there
are those families who do not assist in the rituals, but allow these
compulsions to occur. Third, there are those families who ignore or fail to
acknowledge the obseésions and compulsions. Fourth, many families
>respond differentially to the family member with OCD. Finally, there are
those families whé respond inconsistently to the family member with OCD.
Children and adolescents with OCD often try hard to keep their OCD
behaviors hidden from other family members. Often times, children and

adolescents feel isolated and ashamed because they realize that their
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obsessions and/or compulsions are irrational. Children and adolescents with
OCD typically are dependent on their parents for many of their needs. This
dependence often is troublesome for adolescents because OCD hinders the
separation and individuation process that most adolesceﬁts experiencé
during the teenage years. The key to coping with a child or adolescent who
has OCD is to seek help, allow for open family discussion about OCD, and
provide consistent discipline and routines (VénNoppen et al., 1993).

Associated (Comorbid) Disorders

The comorbidity of OCD with other disorders is very common. In fact,
child and adolescent studies that report on comorbidity of their sarhples
reveai similar data in regard to OCD and associated disorders (i.e., Swedo et
al., 1989; Swedo, Leonard, & Rapoport, 1992; and Riddle et al., 1990). Data
from Swedo and colleagues (1989,1992) reveal that only 25% of the sample
' (N = 140) had OCD as their sole diagnosié. The data (N=70) from Swedo et
al. (1989) provide an excellent illustration of psychiatric disorders commonly
associated with OCD: tic disorder (30%), major depression (26%), specific.
developméntal disorder (24%), simple phobia (17%), overanxious disorder
(16%), adjustmenf disorder with depressed mood .(1 3%), oppositional defiant
disorder (11 %), attention deficit disorder (10%), conduct disorder (7%), and

separation anxiety disorder (7%). These results highlight the need to
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consider comorbid conditions when diagnosing children and adolescents with
OCD as dual diagnoses will affect intervention planning.

Etiology of OCD

Currently, there are many different hypotheses as to the' cause of
OCD. The only definitive statement that can be offered with any confidence is
that the cause of OCD remains nebulous. Nonetheless,
there are various models and hypothéses of OCD which help clinicians to
pursue various treatment obtions. Several contemporary models of OCD are
presented briefly to illustrate the scope and diversity of current explanations of
OCD. Most of these models have focused primarily on adults; consequently,
researchers are left to infer that these adult models.also apply to children and
adolescents.

Neurobiological models. Although there are several neurobiological

and neuropsychological models of OCD currently being inQestigated, the
serotonin connection has received the most attention. Evidence that
serotonin, a neurotransmitter, is involved in OCD was first obtained when
researchers discovered that clomipramine (CMI), a tricyclic antidepressant
as well as a serotonin (and other monoamine) reuptake inhibitor (SRI),-
reduced OCD symptoms in adglts. This finding has been replicated with

~ children and adolescents ( i.e., Flarhent et al., 1985; Leonard et al., 1989:

and DeVeaugh-Geiss et al., 1992). Additional evidence that implicates
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serotonin dysfunction in the etiology of OCD has been obtained in. (a) direct
assays of serotonin and its metabolites; (b) drug challenge studies; and (c)
the efficacy of selective serotonin reuptake inhibitors (SSRIs) (Johnston &
March, 1992). Research also has demonstrated that individuals with OCD
have reduced levels of serotonin in the synaptic cleft as well as post-synaptic
hyperactivity. Thus, medications that increasé serotonin in the synapse by
blocking its reuptake into the presynaptic neuron have alleviated sdme OoCD
symptoms (Johnston & March, 1992; Piacentini et al., 1992). “This model
continues to remain viable; however, it does not point to a solé cause of
OCD because some individuals with OCD do not improve when taking CMI
or SSRIs. |

Recently, researchers have been investigating the pbssibility that
some forms o_f’childhood-onset OCD may be caused by a viral infection. In
reviewing the literature and clinical cases, these investigators discovered that
two general patterns of OCD emerged among childreh and adolescents |
(Allen et al., 1995; Leonar.d, 1995; Swedo, 1994). Some children had an
insidious onset of OCD that waxed and waned over time. Other children
experienced a suﬁden onset of OCD that remitted between OCD episodes.
For this latter gfoup of children, there appearedto be an association between
" OCD onset and Group A Beta Hemo'lytic Streptococcal infection, or “strep

throat” (Allen et al., 1995; Leonard, 1995; Swedo, 1994). These researchers
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have likened this process to that of Sydenham'’s chorea, a form of rheumatic
fever, ih that, “. . . some patients are genetically predisposed to marshal an
autoimmune résponse to Group A Beta Hemolytic Streptoccus when they
form autoantibodies that are misdirected at various parts of their bodies, such
as the heart (which can result in rheumatic carditis) or the brain (which can
give rise to chorea)” (Leonard, 1995, p. 13). Hence, Sydenham'’s chorea
might serve as a medical model for OCD. Although this model is promising,
more research is needed.

Given the genetic t_ransmission of possible serotonin dysfunction and
autoimmune responses, it is not surprising that genetic factors are
hypothesized to play a role in the development of OCD as well. Family and
twin studies have been conducted to provide' evidence of OCD heritability.
Rettew et al. (1989) (N = 70) reported that 25% of those children and
adolescents with OCD had a positive family history of OCD. Most of the
family and twin studies report that OCb is familial; however, these studies

are not without their methodological weaknesses (Rasmussen, 1994).

Behavioral model. Some believe OCD is a learned behavior that has
resulted from classical conditioning and operant learning. This theory is
referred to as a two-factor conditioning model (Johnston & March, 1992). For
example, a new obsession (i.e., unéonditioned stimulus) occurs, the

_individual experiences anxiety, and then the individual perforrhs a behavior
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~ which the individual thinks will reduce this anxiety (i.e., compulsion). This
unconditioned stimulus becomes a conditioned stimulus, and operant
learning results. Environmental events and cues that surround the
conditioned behavior often prompt other behaviors to arise, a process
commonly referred to as stimulus generalization. Given that behavior
therapy has been successful in symptom alleviation for some individuals, this.
behavioral model also remains a reasonable explanaiion as to the cause of
OCD. Although, this theory fails to explain why some children develop OCD
and others do not.

Assessment of OCD

A best practice approach to the clinical diagnosis of OCD involves the
collection of information using a variety of methods and informants across
settings (Achenbach, McConaughy, & Howell, 1987; Francis & Gragg; 1996;
Hnnin & Kendall, 1997). In the assessment of any anxiety disorder,
instruments should: (a) be reliable and valid across multiple symptom
domains; (b) differentiate symptom clusters; (c) assess the severity of the
problem; (d) make use of multiple informants; and (e) be sensitive to behavior
change (Stallingsv& March, 1995). Stallings and March (1995) also assert
that assessment devices should facilitate communication among
professionals especially in light of the current trend toward a multi-disciplinary

_ team approach to assessment. Assessment purpose also should be
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delineated and considered prior to the actual assessment. For example, a
clinician should reflect on whether the purpose of assessment is for
diagnosis, treatment planning, and/or treatment monitoring (Foster & Cone,
1995;'Kratochwill & McGivern,1.997)_ The delineation of assessment purpose
will help guide the clinician in determining what type of assessment
instrument to use (see Figure 1). Although, OCD has a controversy-free
nosology, OCD presents itself with considerable inter-individual heterogeneity
(March, Johnston, & Greist, 1990; Rettew et al., 1992). Thus, practitioners
using various assessments must make a concerted effort to account for
symptorn variability within OCD (Stallings & March, 1995). Clinicians also
need to consider comorbid conditions as this will impact choice of treaiment_
The methods most commonly used by'clinicians to assess OCD include the
following: a djggnostic interview (structured, semi-structured, and/or
unstructured), rating scales (self and/or ofher), self-monitoring (e.g.,
behavioral diary method), and direct behavioral observations (Henin &
Kendall, 1997; Taylor, 1995; Wolff & Wolff, 1991). Due to time efficiency and
cost effectiveness, the most relied upon method in clinical pra'ctice is most
likely the compleiion of rating scales. Even though several assessment
instruments have been develnped over the course of the past decade, “. . .no
one scale has emerged as the most broadly accepted scale for OCD . . .~

(Como. 1997, p.256). Additionally, researchers have been calling for the
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development of accurate OCD assessment devices and instruments that can
provide data on a case specific basis (Como, 1997, Francis & Gragg, 1996).
Given the focus of this dissertation, rating.scale and direct observation
assessment was reviewed.

Rating Scale Assessment

Given the widespread' use of rating scales among clinicians, it is
important to be cognizant of the technical adequacies of the most commonly
used rating scales. The two most commonly used rating scales, the Leyton

Obsessional Inventory-Children's Version (LOI-CV) and the Children's

Yale-Brown Obsessive Compulsive Scale (CY-BOCS) are reviewed in depth.

Unfortunately, content validity and accuracy of these scales have not been
‘documented. Consequently, traditional estimates of validity are reported.

. Both of thesejcales are purported to have multiple roles in the assessment
of OCD: however, they are most commonly used for diagnosis, treatment
design, and treatment monitoring.

The Levton Obsessional Inventory-Child Version (LOI-CV). The

LOI-CV (Berg, Rapoport, & Flament, 1986) is a downward extension of the
adult LOI (Coopér & McNeil, .1968) which was deéigned to assess

obsessionality in "houseproud" homemakers. Cooper (1970) adapted it for
the assessment of OCD. The LOI-CV, like the LOI, is a 44-item, self-report

measure that allows assessment of the following symptom domains: thoughts,
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checking; dirt and contamination, dangerous objects, cleénliness and
tidiness, school work, order and routine, overconscientious, indecision,
hoarding, meanness, and magic games. The LOI-CV involves a card-sorting
task where the child is presented a symptom on a card, and then he/she
drops the symptom card in a "yes" or a "no" box. Positive responses are re-
administered to assess the dimensions of resistance (i.e., how hard itis to
stop - 5-point Likert-type response format) and inte_rference (i.e., how much
symptom interferes with daily functioning- 4- .point Likert-type response
format). Total Symptom scores are calculated by adding the number of
positive symptoms cards; and resistance and interference scbres are added
according to their point values. There also is a 20-item LOI-CV using the
same format that has been developed for epidemiological studies.

In terms of reported technical adequacies for the LOI-CV (44 item),
data have been scant. In fact, a literature search conducted by the
Obsessive-ComeIsive Informatiqn Center at the Dean Foundation located in
Madison, Wisconsin revealed only 19 articles that referenced the LOI-CV. Of
these 19 articles, only one addressed the technical adequacies of this -
instrument. Berg et al. (1986) specifically tested the reliability and validity of
the LOI-CV by studying three groups: (1) 26 adolescents (age range = 10-18
yrs.. M= 143 yrs.; 17 males, 9 femalés) who were diagnosed with OCD; (2)

28 adolescent controls (age range = 11-18 yrs.; M = 13.7 yrs.; 22 males, 6
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females), who were matched for age, and (3) 14 bsychiatric adolescents (age
range = 10-17 yrs.; M = 13.2; 10 males, 4 females) who had some obsessive
symptoms, but OCD was not their primary diagnosis. Of the first group, 19
participated in a double-blind crossover drug treatment trial. A one-way
ANOVA found significant group differences resulted for the number of “yes,”
res.istance, and interference scores. The test-retest reliability of 10 patients
across a placebo phase of 5 weeks demonstrated intraclass coefficients of
96, 97, and .94 for the “yes,” resistance, and interference scores,
respectively. Additionally, Pearson product-moment 6orrelations were
compUted between the LOI-CV and other OCD rating scales. Correlations

ranged from .77 to .89 for both the LOI-CV and the Obsessive Compulsive

Rating (OCR, Rapoport et al., 1980), the'Comprehensive Psvchopathological

Rating Scale-Obsessive Compulsive Subscale (CPRS-0OC; Thoren et al.,

1980), and the NIMH Obsessive Compulsive scale (NIMH-OC, Rapoport et

al., unpublished). Correlations between the LOI-CV and the NIMH Global
subscale (NIMH-G;Murphy et al., 1982) ranged from .69 to .77. Paired t-tests
were also computed between the end of baseline and the end of treatment
scores. Significant dlfferences were reported, indicating that the LOI CV can
provide useful information about clinical change.

Three studies from the same literature search were identified for

providing information on the LOI-CV (20 items) epidemiological version.
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Flament et al. (1988) gathered épidemiolbgical information from 356 high
school students. These researchers reported the sensitivity of the LOI-CV
(20 items) as 75%, the specificity as 84%, and thé predictive validity as 18%.
The sensitivity percentage indicates the number of cases that test positive for
the target disorder, and the specificity percentage means the number of
cases that test negative for the target disorder. Verhulst and Koot (1992)
assert that these measures of validity do not demonstrafe the int_rinsic
properties of an instrument. In fact, these percentages will vary between
samples. The predictive value indicates the likelihood that a positive test
result will predict a certain diso;der (Verhulst & Koot, 1992). Given the 18%
predictivg validity, Flament and researchers (1988) assert that the LOI-CV (20
items) is an adequate screening measure. | Berg and colleagues (1988)
reported an internal consistency estimate of .81 baéed on Cronbach'’s a
coefficient. King, Myerson, Inglis, Jenkins, and Ollendick (1995) examined
the reliability of the LOI-CV (20 items) in an Australian sample (N=1602) with
an age rangé of 8 to 16 years. These researchers reportéd a Cronbach's a of
.76. Two-week te_st_-retest reliability was calculated using Total Obsessive
scores and Total Interference scores for three different age cohorts (8-10 yr.-
olds. 11-13 yr.-olds, and 14-16 yr.- olds) on 106 randomly selected
participants. For the youngest cohoﬁ, .51 and .65 on Total Obsessive and

Total Interference scores were calculated, respectively. For the middle cohort,

36
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75 and .81, for Total Obsessive and Total Interference scores were derived,
respectively. For the oldest cohort, .83 and .57 for Total Obsessive and Total
Interference scores were found, respectively. Total Obsessive scores were
observed to increase with age; however, this was not true for the Interference
scores. (see Table 1 for Technical Information on LOI-CV.)

This dearth of tested reliability and validity for the LOI-CV (44-item and
20-item scales) makes it extremely hard to judge its technical adequacy as
well as usefulness in the assessment process. Additionally, the studies that
were found are difficult to compare given the lack of common statistics used
to judge the instrument. Finally, it should be underscored that traditional
validity studies are distinctly different from epidemiological validity studies,
and caution should be rendered when trying to compare statistics across
studies. -

Given these caveats about the lack of reported technical adequacies,
the advantages to the LOI-CV are: (a) it is the only self-report measure
available for children; (b) it provides a measure of presenting symptpms,
resistance, and interference; and (c) the card sort method affords clinical
utility through observations. The disadvantages are: (a) it does not
distinguish between obsessions and compulsions; (b) it is time consuming to

administer; and (c) there is potential'for an overabundance of false positives

and faise negatives (Berg, 1989).
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The Children's Yale-Brown Obsessive Compulsive Scale (CY-BOCS).

Like the LOI-CV, the CY-BOCS (Goodman, Rasmussen, Price, Riddle, & -
Rapoport, 1990) is a downward extension of the adult version, Y-BOCS. The
CY-BOCS is a 19-item, clinician-administered scale, and is the most widely
used outcome measure for childhood onset OCD. The first 10 items assess
core OCD symptomatology (ltems 1-5: obsessions; ltems 6-10: compuléions),
and comprise the total score. The remaining items asses associated features
of OCD (5 items), global severity and improvement (2 items), reliability (1
item), and insight (1 item). All items are rated on a 5-point, Likert-type scale.

As is true for the LOI-CV (both 44-item and 20-item versions), there
has been a paucity of research that has systematically investigated the
technical pro_pérties of the CY-BOCS. This fact is surprising given its
widespread use in drug outcome studies (Goodman & Price, 1992). A
literature search was conducted through the Obsessive Compulsive

Information center at the Dean Foundation located in Madison, Wisconsin by

'using the general descriptor, "Child Y-BOCS." This search revealed 24

articles. Only three of these 24 articles pertained to technical test information.
Riddie et al. ('1 993) used 19 taped interviews and two blind raters to calculate
inter-rater reliability, intraclass corrélation coefficients, and a one-way

ANOVA. Unfortunately, these statistics were not reported in this abstract, and

Gy
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it is unclear if a paper with theée results was ever published. These authors
indicated that validity measures would be computed in the future. Hanna
(1995) reported validity measures of the CY-BQCS for a sample of 31
clinically referred children and adolescents with OCD. A Pearson product'
moment correlation of .93 was found for the CY-BOCS and the NIMH-G.
Scahill and collegues (1997) investigated the reliability and validity of the CY-
BOCS. Interrater reliability was established through 24 interviews which were
videotaped and scored by four raters. Reportedly, the CY-BOCS was
sensitive to change for 11 out of the 17 subjects who participated in a
controlled drug study. The CY-BOCS detected change for 7 out of the 9
participants receiving the treatment and 4 out of the 8 in the placebo group.
Given that the technical properties of the CY-BOCS are relatively untested, it
is difficult to make a judgment about the reliability, validity, and utility of this |
instrument. (see Table 1 for technical information on CY-BOCS.)

Despite the scarcity of technical information, the advantage of the CY-
BOCS is its ability to assess several dimensions of OCD symptoms such as
severity, interference, distress, degree of control, frequency, insight,
avoidance, and irﬁprovement., The greatest concern, however, is that the
authors did not retain the symptom list from the adult version; therefore, a

clinician might inadvertently miss a key OCD symptom. Stallings and March
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(1995) conclude that there may be no clear advantage of the CY-BOCS over
the Y-BOCS.

The LOI-CV and the CY-BOCS are probably the most .common rating
scales used for the assessment of OCD. These scales measure various
characteristics of OCD and might be useful in certain situations. However,
‘they share several limitations such as lack of adequate standardization és
well as Iihited reliability and validity (specifically content validity and
accuracy). Moreover, the Iimjted and untested support for these devices
attests to the importance of additional empirical work to extend the existing
literature base and for alternative scale development.

Direcf Observation Assessment

Although there are no systematic direct observation measures curre'ntly
used on a regylar basis, this assessment method should be considered.
Direct observation strategies afford the observer the framework necessary to
record behavior as it naturally occurs. There are several different methods for
obtaining direct observations (i.e., frequency, duration, event, latency, and
narrative). The chosen method will depend on the purpose of assessment.
For example, if aﬁ observer is interested in the number of times the target
child raises her/his hand, an event recording will likely be used given the

discrete nature of hand raising. Direct observations are also useful for the
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functional analysis of behavior in terms of antecedent, consequent, and
sequential events.

Additionally, direct observations provide a more complete understanding of
the context and content of symptoms (Francis & Gragg, 1996) This method is
the most direct method of behavioral assessment (Cone, 1978) and has the
distinct édvantage of having ecological validity. Currently, there are no
systematic direct observation measures for diagnosis, treatment planning, or
treatment monitoring of OCD. Work in this area is noticeably absent given
researchers’ pleas for direct observational measures (Berg, 1989; Francis &
Gragg, 1996; Henin & Kenaall, 1997; Taylor, 1995).

Reliability and Accuracy of Ratings and Direct Observation Measures

A co'nsiderable empirical body of literature exists concerning the
'reliability of self and other ratings. The literature on the reliability and
accuracy of ratings and direct observation measures for children's social
behavior is reported here in an effort to demonstrate how the accuracy-
reliability paradigm has been investigéted. No accuracy information has
been used to validate OCD assessment mea.sures, and reliability data on the
two most frequently used OCD measures can be found in Table 1. Thus, the
literature on children’s social behavior can be offered to contextualize the

proposed study.

43
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Achenbach, McConaughy, and Howell (1987)'a0thored é seminal
review article regarding cross-informant agreement. Achenbach et al. used
the meta-analysis technique to assess the overall level of bonsistency
between the ratings of different informants. Their cross informant correlations
were not desighed to assess reliability becquse target behavior was not
constant across all studies; in_stead, they attenuated several studies to
determine the typical level of consistency between different informants. Their
meta-analysis included 269 samples in 119 studies where the participants'
age ranged from 1% to 19 years old. The results of their meta-analysis
revealed several noteworthy findings. First, the mean correlations for pairs of
informants having similar relations to- the participants (i.e., pairs of teachers,
observers, parents, and mental health workers) ranged from .54 for pairs of
mental health_!vorkers to .64 for pairs of teachers. The mean correlation for
observer-observer was .57. Second, for pairs of informants with different
relationships to the participants (i.e., parent-teacher; parent-mental health
worker; parent-observer, teacher/mental health worker; and
teacher/observer), the teacher-observer pair demonstrated the highest mean
correlation, .42; f:ihally, all mean correlations between the different types of

~ informants were statistically significant lending support to the idea that there

is a certain degree of consistency among raters. It can be concluded that

there is higher consistency between informants in similar roles than

44
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informants in different roles and different situations. Due to the situationai
specificity of behaviors, correlating scdres of multiple raters will appear to
reduce the interrater reliability. This finding, however, should not preciude
the use of muitiple inforrhants since multiple informants across multiple
.situations often are needed to gain a more complete topographical
understanding of a behavior. |

A criti'cal study that examined the accuracy and reliability among
observations and ratings was conducted by Robertson (1993). This
investigator used a videotape of a Head Start preschooler as an
incontrovertible index. The child's teacher viewed the videotape and
concluded that the videotape was representative of the child's behavior. Two
experienced observers also came to 100% agreement in regard to the target
child's behavior on the videotape, and thus, were conside'red to render an
"expert" criterion to which other as_sessment results were compared. Hence,
a sténdard of accuracy was established. Robertson also developed an event

recording o_bservation system to be used as a companion to the Social Skills

Ratjnq System - Teacher form (SSRS-T). The expert observation was used as
the criterion against which the observations of ~fouf, trained graduate students
were compared. The design of her study was referred to as the
video-accuracy paradigm (Robertsoh, 1993). More pfecisely, this design can

be referred to as an accuracy-reliability paradigm.
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Robertson found that there was a moderate correlation between
teacher and observers' ratings (M=.58). Observers achieved a high interrater
agreement among ihemselves (M=.66), and the average agreement between
expert and observers, which essentially assessed accuracy, was .89. Low to
moderate correlations (mean r = .38), however, were obtained between
observers' observations and the teacher's rating. Comparing observers’
ratings yielded a mean eorrelation of .60 The correlations reported in the
Robertson study were much higher than those reported in the Achenbach et
al. (1987) meta-analysis. Robertson speculated that this discrepancy could
have been due to the criterion mastery training approach used in her
investigation. In essence, Robertson's study suggests that training
individuals as observers may account for more accurate and reliable ratings.

Racing‘(1994) sought té replicate Robertson's (1993) study_by
incorpbrating additional design features to test the accuracy and reliability of
direct observations .and.ratings of social behavior. Unlike Robertson's study,
this investigation incorporated the foIIo_wing: (a) experts' ratings in addition to
experts’ observations; (b) observers only (not actual teachers); (c) ah
increased samplé size of observers (from N = 4 to N = 10); and (d) two
videotaped case vignettes of two different preschool agé children. Raciné
found moderate to high correlations between observers' SSRS ratings, which

were comparable to Robertson's results. Additionally, moderately high
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percent agreements and Pearson correlations between observers' direct
observations were found on both videotapes.

Upon the suggestion of Racine (1994), Seymouf and Kratochwill
(1998) extended the accuracy-reliability paradigm to scale development.l
Seymour developed the Selective Mutism Analysis Scale (SMAS) and thé
Selective Mutism Observation Protocol (SMOP) by using expert consensus as
the incontrovertible index. Graduate students (N=8) completed the SMAS
and the SMOP while watching the scripted, analog videotape. Unlike the
Robertson (1993) and Racine (1994) studies, experts énd graduate students
were allowed to stop and rewind the videotapes as many times as they
wanted. In terms of accuracy, Seymour and Kratochwill documented
moderate correlations between graduate students’ performance on the SMAS
and the SMOP'(_M K = 67and .64, respect}vely). With respect to reliability,
graduate students demonstrated moderate correlations between pairs of
observers on the SMOP (M r = .54) and pairs of raters on the SMAS (M =
.56).

: Relatlonshlp Between Ratings and Direct Observations

Recently, several investigators mterested in the development of
behavior rating scales have reported data concerning the relationship
between ratings of children's behavior and direct observations of behavior.

None of these studies, however, has assessed this relationship using similar
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informants except those done by Robertson (1993) and Racine (1994). Three
studies investigating cross-informant agreement between direct observations
and ratings are reviewed here.

Reed and Edelbrock (1983) conducted a study that sdught to validate

an observation system, The Child Behavior Checklist-Direct Observation

Form (CBCL-DOF; Achenbach & Edelbrock, '1983), which was developed to

specifically c;omplement the Child Behavior Checklist (CBCL; Achenbach &
Edelbrock, 1983). The CBCL-DOF contains 96 problem behavior items as
well as a measure of on-task béhavior. For the problem behavior measure,
the observer watches the target child for 10 minutes and then completes the
CBCL-DOF by assessing each item on a 0-1-2-3 response scale. Even
though the CBCL-DOF is called an observation system, the CBCL-DOF could
more appropriately be termed a cﬁecklist rather than an event lrecording
procedure. The.on-task score is calculated somewhat differently from the
problem behavior scale. After one minute of observation, the 6bservér takes
a five second interval to assess if the target child is on task. If the child is on
task then she/he receives a score of 1. This continues up to 10 minutes so a
score between 0;1 0 is derived.

In this study of boys, ages 6- to 11- years-old (N=25), referred for

* emotional/behavior problems, direct observations were gathered by two

graduate students. The boys, were observed six times across a two-week

43
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period. The teacher also completed the CBCL for each child. Reed and
Edelbrock found that direct observations of problem behavior correlated
positively with teacher ratings of problem behavior (r = .44 and .37,
respeétively); negatirvely with sc_:hbol performance (r = -.60 and -.49) and
negatively for adaptive functioning (r = - .69 and -.61). In addition, inter-
observer agreements were calculated for total behavior problem and on-task
scores, and these were: .91 and .83, respectively. Inter-observer reliabilities
for each of the six 10 minute sessions were also computed. The inter-
observer reliability for the behavior problem score was an average of .85
(Range = .81 to .92) and @ .71 (Range = 56 to .87) for the on-task score.

Elliott et al. (1988) cbmpared teacher and observérs' ratings on an
experimental version of the SSRS-T to classroom observations. The
observationa_l'co_ding system was based on five classroom behaviors: (a)
working productively, (b) desirable peer interaction, (c) undesirablé peer
interaction, (d) passive appropriate, and (e) passive inappropriate. These
researchersdiscdvered different patterns of correlation for observer and
teacher ratings on the SSRS-T and observed classroom behaviors; for
example, observér ratings on Academic Performance were not strongly |
correlated with'work engagement (r = .12). Interestingly, teacher ratings on
the Academic Performance subscale were correlated negatively with the

percentage of intervals recorded in actual academic work (r = -.42). The
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authors assert that the different patterns of correlations could be due to the
low frequency of some behavior categories. These different patterné of
correlations between observations and ratings also appear to support the
idea that ratings of behaviors may be based more upon isolated incidents of
student behavior rather than on averages of student behavior over time
(Elliott et al., 1988). For the most part, teachers' and observers' ratings on the
SSRS-T were moderately correlated with certain categories of the directly
observed classroom behaviors. Teachers’ ratings on the Social Initiation and
Cooperation factors were correlated with observed desirable social
interaction (r = .45 and .55, respectively). In contrast to these findings,
observers' SSRS-T ratings on the Social lnitiatidn and Cooperation factors
were not correlated significantly with obServed desirable social interaction (r
= 16 and . 17, respectively).

| Merrell (1993) found similar results to that of Elliott et al. (1988) in

regards to teacher ratings and observer observations. Merrell examined the

development, standardization, and validation of the School Social Behavior
Scales (SSBS). One of the criterion-related validity studies that Merrell
conducted was correlating the SSBS with the CBCL-DOF. The correlations
between the teacher ratings on the SSBS and the observations by two
trained graduate students on the overall CBCL-DOF were weak.to moderate

(r = -.06 to -.39) on the Social Competence scale and weak (r = .01 to .27) on
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the Problem Behavior scale. Low to moderate correlations were discovered
for on-task ratings, which ranged from .26 to .52 on the Social Competence
scale and -.22 to -.37 for the Problem Behavior scale. Merrell concluded that
it was not surprising that these relationships were weak to moderate, at best,
considering that the two instruménts were not developed to be companions -
and the CBCL-DOF is really more of a checklist than a direct observation :
measure. Therefore, the two assessment techniques are likely valid for
different purposes, and méasure different constructs. Because of thé low
-agreement between obsérvations and ratings, Merrell stressed the need to
ihclude both observations and ratings in behavioral assessments of children.
Robertson (1993) found a moderate correlation of .60 between
observers' SSRS rating and their own direct observation (N = 4). Similarly,
Racine (1994) found a moderate correlation of .59 between observers’ SSRS
rating and their own direct observation (N = 10) on the same videotape that
Robertson used in her study. Seymour and Kratochwill (1998) also found
moderate cc':rrelatiods between an observer's SMOP and SMAS for graduate
studen.ts (M r = .58) and for experts (M = 62)These correlations are
somewhat highe.r than those reported by Merrell (1993), Elliott 'et al. (1988),
and Reed and Edelbrock (1983). Racine (1994) concluded that weaker
correlations between observations and ratings have been found when rating

and observation instruments have been developed independently of one

e
[N



38

“another, and direct observations have been conducted in naturalistic settings.
Those instruments that have been developed together and have used
videotaped behavior, however, have resulted in higher correlations.

Again, this literature serves to contextuali;e'the accuracy-reliability
paradigm and illustrates how if can be extended into the domain of childhood
disorders, such as OCD. Although only one investigator at this point in time |
has used this framework for s_cale development, the accuracy-reliability
paradigm for scale development shows promise for the development of future

OCD assessment measures.

Summary and Predictions

_ Given that current OCD assessment measures have not documented
appropriate validity indices for behavioral méasures, the utility of these
méasures is questionable. Therefore, there was a need to develop new
instruments, such as a rating scale and direct observation measure in |
accordance with Foster énd Cone's (1995) concept of representational validity
(i.e., content validity and accuracy) for behavjoral measures. Hence, the
purpose of this study was to develop a rating scale and a direct observation
measure to monitor OCD treatment (psychosocial and/or

psychopharmacﬁological). The accurécy-reliability framework was used to

|
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guide development and validation of the measures. Given the existing
research base, the following predictions were offered and tested:

Prediction 1. The OCD field experts’ observations and ratings would be
in high agreement (r = .70 to .90) with the experts’ observations and ratings
from UW-Madison (i.e., the peﬁormanée standard or incontrovertible index).

Prediction 2. Trained graduate student raters would have moderately
high inter-rater reliability ([_ = 50 to .80) on their ratings. -

Prediction 3. Trained graduate student observers would have high
inter-observer agreement (r = 60 to .90) when comparing their direct
observations.

Prediction 4. Trained graduate students’ observations and ratings
would be highly accurate when compared to the performance standard’s
observations and ratings.

Prediction 5. An observer's observation and his/her own ratings would
correlate moderately (r = .30 to .60).

Prediction 6. The new OCD rating scale and direct observation

system would be sensitive to behavior change as reflected on videotape.
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Chapter 3
Method

Participants

The participants in this study were: (1) schooi-age actors/actresses
performiﬁg the roles of high school students (N=9); (2) a school-age actress
portraying an adolescént with OCD (N= .'1 ); (3) an adult actor portraying the
teacher (N=1); (4) trained graduate student observers (N=6) from the
University of Wisconsin-Madison's Department of Educational Psychology;
and (5) experts (N = 9) in the field of OCD. All participants were recruited by
direct verbal contact and/or by mail. Parﬁcipation was voluntary. Consent .
jetters informing the participénts of the purpose and nature of the study were
provided and §pned by each participant (See Appendix A). Parental consent
was obtained for minors.
Materials

Two 25-minute videotapes, an OCD rating scale, and an OCD direct
observation system were the materials used in this investigation..

New instruments. The most widely used outcome measures of

childhood OCD, the LOI-CV and the CY-BOCS, were used as templates
along with clinical expertise to develop an individually tailored OCD Rating

Scale (OCD-RS) and a companion direct observation measure, OCD Direct

(2
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Observation System (OCD-DOS), that can by used in the monitoring of any

OCD intervention.

Given that this study used scripted, videotaped classroom scenarios,
this researcher had the ability to chooée and operationally define those OCD
symptoms most likely to be seen in adolescents. Criteria for selection of
target behaviors was determined by those OCD symptoms most commonly
found in children and adolescents as reported in the literature (Rappoport,
1992). In addition to literature review, practitioner (i.e., psychiétrists,
psychologists, and social workers) perspectives also were solicited when
choosing four target behaviors for the direct observation measure and rating
scale. The four target behaviors chosen Were reassu'rance seeking, writing
rituals, repeating, and, symmetry. See Appendix B for opperational definitions
of target beha);iors. | |

The OCD;RS was designed to measﬁre retrospectivel'y how often a
student e'xhibits.specific, observable OCD behaviors in the classroom, home,
and/or community. The OCD-RS also assesses how fhese specific behaviors
interfere with a student’s success in a particular environment. The
interference dimension was created because it is congruent with the DSM-IV
criteria for OCD and it gives the evaluator an idea as to which behavior
needs the most intervention. The OCD-RS can'be analyzed by item (target

behavior) or across the entire scale. For purposes of this study, four target

A
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behaviors were chosen. These target behaviors were rated on a frequency

dimension ( 0=Never, 1=Sometimes, and 2=Very Often) and an interference

dimension (0=Never, 1=Sometimes, and 2=Most of the Time).

The OCD-DOS was designed as a structured direct behavior
observation system for observing the compulsive behaviors of child'ren and
adolescents who have OCD. This observation system only focuses on the»
overf, compulsive behaviors commonly associated with OCD. The OCD-
DOS uses an event recording procedure to measure the frequency of target
behaviors. The OCD-DOS requires the observer to record the target
behavior with a tally mark for each occurrence of the behavior during the
observation period. A copy of the OCD-RS and OCD-DOS may be found in
Appendix B along with the operational definitions of the four target behaviors
used in this study. |

Videotape(s). Two 40-minute, 10th grade language arts class
videotapes were created for the purpose of obtaining a naturalistic sample of
an adolescent's observable OCD behavior in a school classrodm. The
videotapes were strategically designed to capture the observable OCD
behaviors along a continuum (i.e., Language Arts Class #1 and Lanéuage
Arts Class #2). Hence, reassurance seeking, writing, and repeating occurred
with more frequency in videotape #1 than in videotape #2; and there were

more instances of symmetry in videotape #2 than in videotape #1. '
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Adolescent actors were trained prior to the actual taping of the
classroom scenarios. These training sessions were held on two separate
occasions for two hours each. The target adolescent who portrayed the four
symptoms of OCD went through a more intense training that included one-on-
one training sessions (N=4) with this researcher and extensive reading ih the
area.of OCD. The taping of these two classroom situations occurred on a
single day at the Univérsity of Wisconsin-School of Nursing Audio-Visual
center. The videotape was then viewed by two experts in the field of OCD
and determined to be naturalistic. These two Qideotape;s were used as the
incontrovertible indices in this study.

Procedure |

Incontrovertible Index. Two experienced observers and OCD experts

reviewed the two videotapes several times and came to 100% agreement on
the target adolescent’s 5ehavior as demonstrated on each videotape. This
expei't review was facilitated by the trainer’'s general idea about when the
target behavior occurred due to the scripted nature of the videotapé. These
OCD experts consensus recording on the OCD-DOS became the
performance standard, or incontrovertible index. These experts then
completed the OCD-RS and came to consensus on their ratings; hence, a
performance standard for the OCD-RS was created. The performance

_standard on the OCD-DOS and OCD-RS was used as the accuracy criterion

1
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against which the graduate students’ and OCD experts’ observations and
ratings were compared.

Observer training. The graduate student observers were trained as a

group for 90 minutes on each of two occasions. An observation manual was
created to facilitate mastery and understanding of OCD and the OCD-DOS.
Careful discussion of the target behaviors took place in an effort to clarify the
behavioral definitions. Included in the manual was a behavior codes quiz i'n
which the observers had to attain 100% mastery before going on to the next
phase of training. After this criterion was met, the OCD-DOS was introduced.
Next, the observers were trained using videotapes of different children and
adolescents exhibiting OCD symptoms. The observers were trained by the

researcher until they each reached a mastery criterion of 85% agreement.

Rater training. Like the QCD-DOS, a manual was used in an effort to
explain and facilitaté use of the OCD-RS. Actual rater training consisted of
famili'arizing. each rater with the OCD-RS and discussing different strategies
that can be used for the rating process. For example, some raters watch for
the yvhole time and then rate, while others retain a certain score mentally and
adjust the score depending on what is observed. Raters practiced rating after
they viewed the videotapes of different children and adolescents exhibiting
OCD symptoms. A complete'copy of the manual used in training can be found

in Appendix C.
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Data Collection

Data collection began a week after formal training took place. The six
graduate students were randomly assigned to one of two groups. Group 1
(n=3) saw videotape #1 followed by videotape #2. These three observers did
the following: (a) watched videotape #1 for.25-minutes while recording on
the OCD-DOS: and then (b) watched videotape #1 again and then rated the
four behaviors using the OCD-RS. This same sequence was repeated using
videotape #2.

The sequence for Group 2 (n=3) was reversed to negate any order
effect that might occur due to taped ponfent. These three obsewers did the
following: (a) watched videotape #2 for 25-minutes and then rated the
behavior using the OCD-RS; and (b) watched videotape #2 again, this time
recording the behaviors on the OCD-DOS. This same sequence was then
continued with videotape #1. An interval of one week separated each task
for both Groups 1 and 2. The entire data collection process utilized with
graduate students is summarized in Table 2.

A total of 12 OCD experts were chosen and contacted for their
extensive writing and research in the area of OCD or by their cliniéal work
with children and adolescents who have OCD. These names and addresses
were obtained through the Obsess.ive-CompuI'sive Information Center in

Table 2

09
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Data Collection Procedure Used with the Graduate Students After

_Criterion-Mastery Training

Videotape #1
(Language Arts Class #1)

Videotape #2
Language Arts Class # 2

OCD-RS

1 Observe Using OCD-RS Rating Observe Using
ocD-DOS OCD-DOS Rating

2 Observe Using OCD-RS Rating Observe Using OCD-RS
OCD-DOS _ OCD-DOS Rating

3 Observe Using OCD-RS Rating Observe Using OCD-RS
OCD-DOS OCD-DOS Rating

PS Observe Using OCD-RS Rating Observe Using OCD-RS
OCD-DOS OCD-DOS Rating

Videotape #2 Videotape #1

(Language Arts Class #2)

(Language Arts Class #1)

OCD-RS

4 OCD-RS Rating Observe Using Observe Using
' o OCD-DOS Rating 0CD-DOS

5 QOCD-RS Rating Observe Using . OCD-RS Observe Using
OCD-DOS Rating OCD-DOS

6 OCD-RSRating Observe Using OCD-RS Observe Using
0OCD-DOS Rating OCD-DOS

Note. A week elapsed between each task. Group 1 = Observers 1-3,

Group 2= Observers 4-6. PS = Performance standard.

6O
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Madison, Wisconsin. These 12 OCD field experts were sent a manual with
explicit instructions on how to use the observation system and rating scale as
well as a videotape with both classroom scenarios. They were asked to read
the manual, and completé the instruments as they were instructed, and in
turn, they would be paid a stipend of $500. They were to asked to complete
the process just as Group 1 of the-graduate student observers. That is, they
would watch the first video.tapé while completing the OCD-DOS, and then
complete the OCD-RS. They were asked to do the same for videotape #2.

In addition, they were instructed not to view the videotape multiple times or
stop and rewind. A week did not have to separate each task.

Research Design and Data Analysis

The major dependent variables in this study were: (a) the frequency
summaries faceach target behavior on the OCD-DOS, and (b) the OCD-RS
ratings produced by the six graduate student observers/raters and the nine
OCD field exp‘erts. This study utilized a descriptive research design and
analysis to examine accuracy and reliability 6f the OCD-RS and OCD-DOS.

Prediction 1. The OCD field experts' observations and ratings would be
in high agreement (r = 70 - .90) with the experts' observations and ratings
from UW-Madison(i.e., the performance standard). This prediction was tested

by computing the Root Mean Squafe for each target behavior.
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Prediction 2. Trained graduate student raters would have moderately
high inter-rater reliability (r = .50 to .80) on their ratings of the OCD-RS. This
prediction was tested by calculating percent agreement.

Prediction 3. Trained graduate student observers would have high
inter-observer agreemént (r = .60 to .90) when comparing their direct
observations using the OCD-DOS. This prediction was tested by using Root
Mean Square.

Prediction 4. Trained graduate student observers' observations and
ratihgs would be highly accurate wﬁen compared to the performance
standard;s observations and ratings. This prediction was tested by computing
th_e Root Mean Square, percent agreement, and Pearson correlations.

Prediction 5. An observer's observation and his/her own ratings would
correlate moderately (r = .30 to .60). This prediction was tested by computing
Péarson correlations between observers' observations and ratings.

Prediction 6. The OCD-RS and the OCD-DOS would be sensitive to
behavior change as reflected on videotape. This prediction was tested by
calculating the effect size between videotape #1 and videotape #2 for the

four target behaviors.
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Chapter 4
Results

Direct observations and ratings were gathered from six trained
graduate students and nine OCD field experts who viewed the two 25-minute
analog classroom situation videotapes (videotape #1 and #2). The design of
this study was descriptive in nature. Descriptive statistics, percent
agreement, Pearson correlations, and_ effect size measures were the main
data analytic techniques used to test the six prediétions.

When examining the rating scale agreement, exact percent agreement
was used versus occurrence/non-occurrence of behavior percent agreement.
Occurrence/non-occurrence égreement is an upper limit pércent agreement
~ because raters are said to agree if they say the behavior regardless of how
many times they saw the behavior (i.e., if rater.1 rated Reassurance Seeking
as a 2 (very often) and rater 2 rated Reassurance Seeking as a 1
(sometimes), they are said to agree; even though, there is a discrepancy in_
the amouﬁt of times they saw this behavior.) ‘Since this is a liberal estimate
of agreement, exact percent agreement was chosen because it provides a
lower limit in that it is computed by looking at the exact frequency agreement
(i.e., both raters rated the behavior as a ‘2,1, or ‘0").

Exact percent agreement fof direct observations was not calculated for

pairs of observers across the total or by item due the continuous nature of

63
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the direct observations: In general, all graduate student observers and OCD
experts agreed on whether they saw the behavior (occurrence/non-
oc;,c,urrence percent agreement). AcCross graduate student raters, only one
graduate student rated as not observing the behavior when it actually’
occurred (videotape #1; SY). Across graduate observations, the same
graduate student did not observe an occurrence of a target behavior when
there actually was an ocﬁurrence (v'ideotape #2, W).

All OCD experts agreed that they saw the four target.behaviors on
videotape #1 using the OCD-RS and the OCD-DOS. On videotape #2,
however. four OCD experts (E2, E6, E7, & E9) indicated on the OCD-DOS
that they saw repeating rituals when these behaviors actually; did nét occur.
Four experts (E2, ES, é?, & E9) rated Repeating as “Sometimes” when it did
not happen at.all. With the exception of these four OCD experts on
videotape #2, there were very few times that all the participants did not
agree on whether a behavior occurred. Given this finding, exact percent
agreement is used for the remainder of the results to evaluate reliability and |
accuracy. |

Pearson correlations are reported for some pfedictions; however they
should be interpreted with caution given the small number of items on the |

OCD-DOS and OCD-RS as well as the lack of repeated measures. The

£4
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magnitude of the correlations was of greatest importance to this researcher;
however, statistical tests of significance were reported for each correlation.

Given the nature of the data, most traditional psychometric statistics
do not apply. Thus, most of the statistics calculated in this study were
descriptive to assess the accufacy of the observations and ratings. It is this
specificity that lends meaning to the results. Results regarding each
prediction are reported separately. The raw data. upon which these results
are based, are provided in Appendix C. Figures 2 and 3 provide a visual
reference for the OCD experts’' amd graduate students’ mean ratings and
obsérvations on each target behavior as compared to the performance
standard. Figures 4 through 7 illustrate individual OCD expert's and
graduaté student's ratings and observations as compared to the performance
standard. -~

Prediction 1: Partially Supported

It was predicted that the OCD field experts’ observations and ratings
would be in high agreement with the experts’ observations and ratings from
UW-Madison. Evidence was found to support this prediction by computing
Root Mean Square (RMS). RMS was performed because it demonstrates
how far away the collective observations were from the performance |
standard. In other words, this statistic illustrates the variance around the

UW-Madison performance standard (PS). The farther away from O (no
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Figure 2. OCD experts’ and graduate students’ mean OCD-DOS

observations compared to the performance standard'’s OCD-DOS

observations for videotapes #1 and #2.
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Figure 3. OCD experts’ and graduate students’ mean OCD-RS ratings

compared to the performance standard'’s ratings for videotapes #1 and #2.
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Figure 4. Individuai OCD expert's observations on the OCD-DOS compared
to the performance standard for videotape #1 and #2.
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Figure 4 (Cont). Individual OCD expert’s observations on the OCD-DOS
compared to the performance standard for videotape #1 and #2.
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Fiqure 4 (Cont). Individual OCD expert's observations on the OCD-DOS
compared to the performance standard for videotape #1 and #2.
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Figure 5. Individual graduate student’s observations on the OCD-DOS

" compared to the performance standard for videotapes #1 and #2.
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Figure 5 (Cont.). Individual graduate student's observations on the OCD-

DOS compared to the performance standard for videotapes #1 and #2.
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Figure 6. Individual OCD expert's OCD-RS ratings compared to the

performance standard for videotapes #1 and #2.
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Figure 6 (Cont.). Individual OCD expert's OCD-RS ratings compared to the
performance standard for videotapes #1 and #2. ,
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Figure 6 (Cont.). Individual OCD expert’'s OCD-RS ratings compared to the
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Figure 7. Individual graduate student's OCD-RS ratings compared to the

performance standard for videotapes #1 and #2.
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Figure 7 (Cont.). Individual graduate student's OCD-RS ratings compared to
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variance from PS) the less: accurate the collective observations. The RMS,
frequency with which accurate ratings occurred, and percent agreement
within each target behavior (i.e., item) was calculated for the OCD-RS.

Direct observations. On videotape #1, none of the OCD experts were

100% accurate with respect to the target behaviors with the exception of two
experts on Writing and three experts on repeating. However, the variance
around the PS was minimal considering the nature of direct observations
(i.e., Ieng‘th of tape and intervals). On videotape #1, the range of the RM‘S
was 2.47 to 6.56. In other words, the OCD experts, on average, olbserved :
+2 .47 occurrences of writing rituals than the PS; £3.50 occurrences of
symmetry than the PS: +4.47 occurrences of repeating rituals than the PS;
and +6.56 occurrences of relassurance seeking than the PS.. The most
accurately observed target behavior for videotape #1 was Writing. .

Accuracy improved somewhat on videotape #2 as indicated by the
smaller RMS across target behaviors. Additionally, three out of the nine
experts were 100% accurate for Writing; five out of the nine were 100%
accurate for Repeating; and two out of the nine were 100% accurate for
Symmetry. The RMS statistic ranged from 2.12 to 5.07. The OCD experts,
on average, observed +2.12 instances of syhmetw than the PS; +3.86
occurrences of repeating than the P'S; +3.71 occurrences of writing rituals

than the PS: and 5.07 instances of reassurance seeking than the PS.
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Symmetry was the most accurately observed target behavior on videotape
#2. The descriptive statistics for expert observations using the OCD-DOS on
videotapes #1 and #2 are presented in Table 3. |

Ratings. The RMS.on videotape #1 ranged from .35 (Writing,
Repeating, Symmetry) to .50 (Reassurance Seeking). Additionally, 7 out of |
the 9 expertS (78%) rated Reassurance Seeking the same as the PS. In
other words, 78% of the OCD experts were 100.% accurate for Reassurance
Seeking. For Writing, Repeating, and Symmetry, 8 out of the 9 OCD experts,
89% of all OCD experts, were 100% accurate.

For videotape #2, the RMS ranged from .35 to .79. Writing rituals and
Symmetry both had an RMS of .35, Repeating had'. an RMS of .71, and
Reassurance Seeking had an RMS of 79 For Reassurance seeking, 4 out
of the 9 OCD experts, or 44%, were 100% acqurate when compared to the
PS. For Writing rituals and Symmetry, 8 out of the 9 experts, or 89%, were
100% accurate when compared to the PS. For the target behavior,
Repeating, 5 out of the 9 OCD experts, or 56%, were in exact agreement
with the PS . The descriptive statistics for the OCD expert ratings using the
OCD-RS on videotapes 1 and 2 may be found in Table 4.

The accuracy of OCD experts for the total scale (i.e.', across all target .
behaviors) was derived by calculating percent agreement with the PS. |

Overall, the OCD experts were fairly accurate when it came to rating the four
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Table 3

Descriptive Statistics by Target Behavior for OCD Expert Observations

Usina the OCD-DOS on Videotapes 1 and 2.

RS W R SY

V #1 V #2 V#1 V#2  V#1 V#2 V#1 V #2

PS 15 9 6 3 3 0o 4 7
Mean 1811 944 1478 522 611 233 556 7.44
SE 189 168 70 95 101 98 102 .69
Median 2000 1000 1500 400 600 000 500 800
Mode 2000 10.00° 15.00° 300 300®° 000 200°  7.00°
- sD 567 505 211 286 302 296 309 207
Range 725 0415 11417 341 342 07 211 310

RMS 6.56 5.07 2.47 3.71 4.47 3.86 3.5 212.

Note. RS= Reassuran;e Seeking. W=Writing. R=Repeating. SY=Symmetry.
RS, W, R, and SY are the target behaviors. V #1= Videotape #1. V #2=
Videotape #2. PS = UW-M‘adi'son Performance Standard data.
SE=Sténdard Error. SD=Standard Deviation. RMS= Root Mean Square.

aMultiple modes exist. Smallest value shown.
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Tabie 4

Descriptive Statistics by Target Behavior for OCD Expert Ratings Using the

OCD-RS on Videotapes 1 and 2.

RS w R SY

V #1 V#2 V #1 V #2 V #1 V #2 V#1 V #2

PS = 2 1 2 1 1 0 1 1

Mean 1.78 1.33 1.89 1.11 1.11 44 1.11 1.11

SE 15 24 11 11 11 18 11 11
Median 2 1 | 2 1 1 0 1 1
Mode 2- 18 2 1 1 0 1 1
SD 44 71 33 33 .33 53 33 33
Range 1-2  0-2 1-2 12 1 0-1 1-2 1-2
RMS 50 .79 35 35 35 71 35 35

FREQ 7/9  4/9 8/9 8/9 8/9 519 8/9 - 8/9

Note. RS= Reassurance Seeking. W=Writing. R= Repeatlng SY= Symmetry
RS, W, R, and SY are the target behaviors. V #1= Vldeotape #1. V#2—
Videotape #2. PS = UW-Madison Performance Standard data.
SE=Standard Error. SD=Standard Deviation (Reliability index). RMS= Root
Mean Square (Accuracy index). FREQ= the number of experts who agreed
with the PS. |

aMultiple modes exist. Smallest value shown.
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target behaviors on the OCD-RS. For Videotape #1, the percent agreement
with the PS ranged from 50% to 100% (M = 86%). Six out of the niﬁe experts
were 100% accurate when compared to the PS.

On Videotape #2, the OCD experts’ accuracy declined. The percent
agreément ranged from 25% to 100% (M = 69%). Only two out of the nine
OCD experts demonstrated 100% accuracy. Percent agreement statistics
relevant to this prediction are displayed in Tables 5 and 6.

Prediction 2. Supported

It was predicted that trained graduate student raters would have
moderately high (r = .50 to .80) inter-rater agfeement on the OCD-RS.
Evidence to support the prediction was gathered by examining rater percent
agreement within items and across total scale. Thus, the following questions |
were addressed: (1) W.hat was the percent agreement among raters for a
particular target behavior? (2) What target behavior had the most reliability?
and (3) How reliable were pairs of raters across the total scale? Percent
agreement within each item across raters was calculated by the number of
agreements divided by the total number of raters and multiblied by 100. _Item' |
reliability across raters also was assessed by cémputing the standard
deviation. Agreement for pairs of raters was calculated across the total 4-item

- scale by using percent agreement.
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Table 5

Percent Aqreement Between Pairs of OCD Experts' OCD-RS Ratings and

the Performance Standard’'s OCD-RS Ratings on Videotape #1

oCD 1 2 .3 4 5 6 7 8 9 PS
Expert

1 -

2. 25 -

3 75 50 -

4 75 50 100 -

5 75 50 100 100 -

6 75 50 100 100 100 -

7 75 50 100 100 100 100 -

8 76 50 100 100 100 100 100 -

9 5 50 5 50 50 50 50 50 @ -
PS 75 50 100 100 100 100 100 100 50 -

Note. PS=Performance Standard. Percent Agreement was calculated by the

number of agreements divided by the total (4) and muitiplied by 100.

83
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Table 6

Percent Agreement Between Pairs of OCD Experts’ OCD-RS Ratings and

the Performance Standard’'s OCD-RS Ratings on Videotape #2

ocb . 1 2 3 4 5 -6 7 8 9 PS
Expert

1 -

2 75 -

3 50 25 -

4 100 75 50 -

5 75 50 50 75 -

6 25 50 25 25 25 -

7 50 75 50 50 50 75 -

8 5 50 75 75 75 50 75 -

9 75 100 25 75 50 50 75 50 -
ps 100 75 50 100 75 25 50 75 75 -

Note. PS=Performance Standard. Percent Agreement was calculated by the
number of agreements divided by the total (4) and multiplied by 100.

84
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For Videotape #1, percent agreement across raters ranged from 83%
for Writing and Symmetry to 100% for Reassurance Seeking and Repeating.
When examining the standard deviations of each item, Repeating and
Reassurance Seeking (SD=0) were found to be the mosf reliable items on
the 4-item scale.

On videotape #2, the percent agreement across rafers for each item
was 50% for Symmetry, 83% for Writing and Reassurance Seeking, and
100% for Repeating. With a standard deviation of 0, Repeating was found to
be the most reliable items out of the 4-item scale. Statistical results for this
prediction can be found in Table 7.

Percent agreement was computed between pairs of raters to assess
inter-rater reliability across the total scale. On videotape #1, percent
agreement between pairs of raters (N=15) ranged from 50% to 100% (M % =
83%). Five pairs of raters agreed on 2 out 6f the 4 items (50%) and 10 pairs
of raters agreed on 4 out of the 4 items (1 00%).

On videotape #2, perce'nt agreement betweén pairs of raters (N=15)
also ranged from 50% to 100% (M % = 68%). Seven pairs of raters agreed
on 2 out of the 4 target behavior$ (items) (50%); five pairs of raters agreed

on 3 out of the 4 (75%) target behaviors; and 3 pairs of raters agreed on 4

out of the 4 target behaviors (100%'). Percent agreement for pairs of

o
G
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Table 7

Descriptive Statistics by Target Behavior across Graduate Student Raters

Using the OCD’-RS on Videotapes 1 and 2.

RS W . R SY
Vv #1 V#2 V#1 V#2 V#1 - V#2 Vv #1 V #2

PS 2 1 2 1 1 0 1 1
Mean 2 18 183 117 1 0 83 150
SEM 0 47 A7 1T 0 0 47 22
Median 2 2 2 1 1 - 1 1.50
Mode 2 2 2 1 1 0 1 18

SD 0 41 41 M 0 0 4 55
Range 2 2 1-2 1-2 1 0 0-1 1-2
RMS O 91 44 44 0 0 44 77
% AG 100 83 83 83 100 100 83 50

Reliability

FREQ 6/6 116 5/6 5/6 6/6 6/6 5/6 3/6

Note. RS= Reassurance Seeking. W=Writing. R=Repeating. SY=Symmetry. RS. W, R, and
SY are the target behaviors. V #1= Videotape #1. _V #2= Videotape #2. PS = UW-Madison

Performance Standard data. SE=Standard Error of Measﬁre. SD=Standard Deviation (item
reliability index). RMS= Root Mean Square (Accuracy index). FREQ= the number of experts
who agreed with the PS. % AG= percent agreement.

3 Multiple modes exist. The smallest value is shown.
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observers across total scale for videotapes 1.and 2 can be found in Tables 8
and 9, respectively.

Prediction 3: Supported

It was predicted that graduéte student observers would have high
inter-observer (r = .60 to .90) reliability when Comparing fheir observations on
the OCD-DOS. Item reliability across raters was assessed by computin'g the
standard deviation. All other indices of reliability for observers are not
suitable due to the continuous nature of direct observations. Like the OCD-

RS, Repeating was found to be the most reliable item on the four item'scale

for both videotapes.

On videotape #1, the range of the standard deviation was .82 to 4.13.
In other words, the frained graduate student observers, on average, |
observed +.82 occurrences of Repeating than the mean; +1.83 occurrences
of Symmetry than the mean; £4.13 occurrences of Writing rituals than the
meah; and +2.43 occurrences of Reassurance Seeking than the mean.

On videotape #2, the standard deviation statistic ranged from O tcs
2.99. The graduate student observers were 100% reliable on their
observationé of Repeating. The graduate student observers, on average,

| observed £1.51 instances of Writing ritua.ls than the mean; +1.35

occurrences of Symmetry than the -mean; and +2.99 occurrences of writing

rituals than the mean. The descriptive statistics for graduate student

o
1
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Table 8

Percent Agreement Between Pairs of Graduate Students’ OCD-RS Ratings

and the Perférmance Standard's OCD-RS Ratings on Videotape #1

Rater 1 2 3 4 5 6 PS
3 -

2 100~ -

3 100 100 ;

4 100 100 100 ;

5 50 50 50 50 ;

6 100 100 100 100 50 ]

PS 100 100 100 100 50 100 ;

-

Note. Group 1= Raters 1 -3. Group 2= Raters 4 - 6. PS=Performance
Standard. Percent Agreement was calculated by the number of agreements

divided by the total (4) and multiplied by 100.
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Table 9

Percent Agreement Between Pairs of Graduate Students’ OCD-RS Ratings

and the Performance'Standard’s OCD-RS Ratings on Videotape #2

Rater 1 2 -3 4 5 6 . PS
1 -

2 50 -

3 50 50 -

4 50 50 100 -

5 75 75 75 75 ;

6 - 50 50 100 100 75 ;

PS 100 50 50 50 75 50 -

-

Note. Group 1= Raters 1 -3. Group 2= Raters 4 - 6. PS=Performance
Standard. Percent Agreement was calculated by the number of agreements

divided by the total (4) and multiplied by 100.
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observations using the OCD-DOS on videotapes #1 and #2 is presented in
Table 10. Item variance around the mean, or standard deviation, is
presented in the row labeled SD.

Prediction 4. Supported

It was predicted that graduate students’ observations and ratings
would be highly accurate when compared to the performance standard’s
observations and ratings.

Direct Observations. Evidence was found to support this prediction by

calculating the RMS for each target behavior (item). Accuracy across the
total scale was calculated by'using Pearson correlations.‘

On videotape #1, the range of the RMS across the four target
behaviors was .89 to 7.69. In other words, the trained graduate student
observers, on average, observed +.89 occurrences of Repeating than the PS;
+1.84 occurrences of Symmetry than the PS; +7.16 occurrences of Writing
rituals than the PS; and +7.69 occurrences of Reassurance Séeking than the
PS.

On videotape #2, the RMS statistic ranged from O to 6.40. The t'ra‘ined
graduate student observers, on average, observed +1.67 instances of Writing
rituals than the PS: +3.22 occurrences of Symmetry than the PS; and +6.40
occurrences of Reassufance Seekiﬁg than the PS. The trained graduate

observers were 100% accUrate in their observations of Repeating In sum,
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Table 10

Descriptive Statistics by Target Behavior across Graduate Student Observers

Usina the OCD-DOS on Videotapes 1 and 2.

RS W R SY

V #1 V #2 V#1 V #2 V #1 V #2 V #1 V #2

PS 15 9 16 3 3 0 4 7
Mean 2167 1417 1433 233 267 O 383 967
SE .99 122 169 61 .33 0 75 .56

Median 2150 1450 1550 3.00 . 250 - 350  10.00
Mode 2200 1600 1800 300 200 O 2.00° 8.00°
SD 242 299 413 151 82 0O 18 136
Range 19-26 10-18 8-18 04 24 0o 26 8-11
RMS 769 640 716 167 .89 O 184 322

Note. RS= Reassurance Seeking. W=Writing. R=Repeating. SY=Symmetry.
RS, W, R, and SY are the target behaviors. V #1= Videotape #1. V #2=
V_ideotapé #2 PS = UW-Madison Performance Standard data.
SE=Standard Error. SD=Standard Deviation (Reliability index). RMS= Root
Mean Square (Accuracy index).

a Muliple modes exist. Smallest value is shown..
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Repeating was observed with the most accuracy for videotapes #1 and #2.
The descriptive statistics for graduate student observations using the OCD-
DOS on videotapes #1 and #2 is presented in Table 10.

Accuracy across the total 4-item OCD-DOS was assessed by
calculating Pearson correlations between the PS and the graduate students.
For videotape #1, correlations ranged from .78 to .98 (M =.91).l Slightly
higher correlations were discovered for videotape #2. Pearson correlations
ranged' from .95t0 .99 (M = :97)' These correlations are présented in Table
11.

Ratings. Evidence was found to support the prediction that traine'd
graduate students would be highly accurate when éompared to the PS.
Evidence was found to support this prediction by calculating the RMS,
frequency (“hit rate”) with which accurate ratings occurred, and percent
agreement within each target behavior (i.e., item). |

For videotape #1, the RMS rénged from O (Repeating and
Reassurance Seeking) to .44 (Writing and Symmetry). All of the six trained
graduate raters were 100% accurate when compared to the PS for Repeating
and Reassurance Seeking. Additionally, 5 out of the 6 trained graduate
student raters rated Writing rituals and Symmetry with 100% accuracy.

For videotape #2, the RMS was 0 for Repeating, .44 for Writing, .77

for Symmetry, and .91 for Reassurance Seeking. For Reassurance seeking,

92
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Table 11

Pearson Correlations between the Performance Standard’s and the Graduate

Student's Observations on the OCD-DOS on Videotapes 1 and 2.

Videotape 1
Observers
1 2 3 4 5 6
PS .98* 91 .98* .91 .78 .89
Videotape 2
” Observers
1 2 | 3 4 5 6
PS .99** .96* Q9* 96" 95 .99*

Note. Group 1= Observers 1-3; _Group 2 = Observers 4-6. PS= Performance
Standard.
*p<.05

** p< .01

a3
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1 out of fhe 6 graduate students was in exact agreement with the PS.. For
Writing rituals, 5 out of the 6 graduate students were in 100% agreement with
the PS. For Repeating, all 6 raters were in agreement with the PS. For
Symmetry, 3 out of the 6 raters were in agreefnent with the PS. The
descriptive statistics for the graduate student ratings using the OCD-RS on
videotapes #1 and #2 may be found in Table 7.

The accuracy of graduate student raters for the total scale (i.e., across
all target behaviors) was derived by calculating percent agreement between
an individual rater and the PS. For Videotape #14, the percent agreement
with the PS ranged from 50% to 100%. Five out of the six graduate student
raters had 100% agreement with the PS. That is, 5 out of the 6 graduate
students were 100% accurate when corﬁpared to the PS. The remaining
graduate student rater was 50% accurate (2 out of 4 items correct). On
Videotape #2, one out of the six graduate student raters was 100% accurate
when compared to the PS. Another rater was found to be 75% accurate
when compared to the PS. The rerhaining four raters, were 50% accurate
when compared to the PS. Percent agreement statistics relevant to this
hypothesis are displayed in Tables 8and 9.

Accuracy also was estimated.across the total scale by computing
Pearson correlations between the PS and each individual graduate student

_ rater. For videotape #1, correlations ranged from .71t0 1.00 (M= .95;

94
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Mode = 1.00). For videotape #2, correlations ranged from .82 to 1.00 (M =
73, Mode = .87). Pearson correlations between graduate student raters and
the PS can be found in Table 12.

Prediction 5: Supported

Evidence was found to support the prediction that an obse_rver’s
obsewatién and his/her own rating would achieve or exceed moderate
correlation. Pearson correlations were calculated to demonstrate the
strength of the relationship between observations and ratings.

Graduate students. For videotape #1, the correlations between a

graduate studenf’s OCD-DOS observation and his/her own OCD-RS ratings
ranged from .87 to .98, with a mean of .94. For videotape #2, the
correlations ranged from .66 to .97, with_a mean of .83. These correlational
results ban be found in Table 13.

OCD Experts. For videotape #1, the correlations between an OCD
expert's OCD-DOS observation and his/her own OCD-RS ratings rang.ed_
from .70 to .99, with a mean of .91. For videotape #2, the correlations
ranged from .66 to .98, with a mean of .86. A Pearson correlation for expert
2 could not be calculated for videotape #1, and a Pearson correlation could
not be computed for expert 2 and expert 9 on videotape #2 because there
was no variability among their ratihgs. These correlational resuits can be

found in Table 14.
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Table 12

Pearson Correlations between the Performance Standard’s and the Graduate

Student's Ratings on the OCD-RS on Videotapes 1 and 2.

Videotape 1
Raters
1 2 3 4 5 6
PS 1.00** 1.00* 1.00** 1.00** 71 1.00**
Videotape 2
] Raters
1 2 3 4 5 6

PS 1.00** 87 87 87 82 87

Note. Group 1= Raters 1-3; Group 2 = Raters 4-6. PS= Performance
Standard.
*p<.05

** p< .01

36
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Table 13

Pearson Correlations between a Graduate Student's OCD-DOS Observation

and His/Her Own OCD-RS Rating on Videotapes 1 and 2.

Videotape 1
Observer 1 2 3 . 4 5 6 PS
98** 93 98* 94 87 92 .99**
Videotape 2
Observer 1 2 3 - 4 5 6 PS
77 66 97* 87 79 97 79

o 4

Note. Group 1= Raters 1-3; Group 2 = Raters 4-6. PS= Performance
Standard.
*p<.05

**p<.01
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Tabie 14

Pearson Correlations between an OCD Expert's 0OCD-DOS Observation ahd

His/Her Own OCD-R‘S Rating on Videotapes 1 and 2.

Videotape 1

Observer 1 2 3 4 5 6 7 8 9 PS

70 - & 87 .99 98 8 .96 .93 .99° 99*

Videotape 2
Observer 1 2 3 4 5 6 7 8 9 PS

.76 % .88 .66 88" .95 .93 98 @& 79

e

' Note. Group 1= Raters 1-3; Group 2 = Raters 4-6. PS= Performance

Standard.

-2 cannot be computed because one of the variables was constant.
*p<.05

**p< .01
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Prediction 6: Supported

It was predicted that the new measures, the OCD-RS and OCD-DOS,
would be sensitive to change. This prediction was evaluated by calculating
an effect size (ES). The effect size was calculated by dividing the difference
in phase means (videotape #1 - videotape #2) by the baseline standard
deviation (videotape #1) (Busk & Serlin, 1992). Tﬁis approach places no
assumptions on the data regarding the distributional form or homogeneity of
the variance. Itwas predicted that there would be a decrease in behavior
from videotape #1 to videotape #2. This decrease in behévior should have
been observed in the following target behaviors: Reassurance Seeking,
Writing, and Repeating. The femaihihg target behavior, Symmetry,
increased slightly from videotape #1 to videotape #2 as evidenced in
observations(i.e., Videotape #1= 4 occurrences; Videotape #2=7
occurrences) but not in ratings (i.e., both videotapes had a PS rating of 1).

Direct observations. For OCD experts, the ES ranged from -.61 to

4.53. Collectively, the OCD experts’ OCD-DOS observations from videotape
#1 to videotape #2 ranged from a moderate effect size (SY=-.61) to a large
effect size (RS, W, R). Across graduate student observers, the OCD-DOS
was found to be sensitive‘ to change for all target behaviors in the expected
directions. The effect sizes ranged from -3.19 to 3.66. The binomial sign

test (Marascuilo & Serlin, 1988) was applied to the raw data to detect

99
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statistical significance. The difference between videotape #1 and #2 was
statistically significant for RS, W, R across OCD experts and statistically
significant for RS, W, R, and SY across graduate students (« = .05). The
effect sizes by target beha\)ior may be found in Table 15.

Ratings. For OCD experts, the ES ranged from 0 (SY) to -2.36.

Collectively, the OCD experts’ OCD-RS rating from videotape #1 to

videotape #2 was not sensitive to moderately sensitive to change as

evidenced by the ES. Across graduate studént ratefs, the OCD-RS was
found to be moderately sensitive to change as evidenced by the moderate
offect sizes. The effect sizes ranged from 1.63 to -1.63. ES for ratings
should be interpreted with caution due to the forced choice nature of the
rating format as well as the small number of choices (N=3). See Tables 13
for the OCD experts' and graduate students’ results on the OCD-RS.

The binomial sign test also was applied to the raw rating scale data to
see if the scores reported were statistically significant. Across OCD experts,
the only statistically significant difference between videotape #1 and #2 was
Writing (a = .05). Across graduate students the only statistically significant
difference that occurred from videotape #1 to videotape #2 was for Repeating

(o = .05).

100
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Effect Sizes for OCD Experts and Graduate Students by Target Behavior on

the OCD-DQOS and OCD-RS

OCD Experts

Students .

OCD Experts

—

Students

RS

1.53 .

3.10

RS

1.02

A7

0OCD-DOS
W
4.53

2.91

OCD-RS
W
2.36

1.63

1.25

3.66

R

2.03

1.00

SY
-.61

-3.19

- sY
0.00

-1.63

Note RS= Reassurance Seeking. W= Writing. R=Repeating

SY=Symmetry.

i1
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Chapter 5
Discussion
" The purpose ef this study was to develop a rating scale and direct
observatien.measure that could be used in the home or school setting to
monitor the treatment of childhood onset OCD. The assessment of OCD has
focused primarily on indirect methods of assessment such as rating scales or
checklists: however, current OCD rating scales have several limitations such
as a lack of adequate standardization as well as limited reliability and validity
(i.e., content validity and aceuracy). In addition, there are are no systematic
direct observation measu.res for the outcome assessment of OCD despite
repeated requests for this type of assessment methodology (Como, 1997;
Francis & Gragg, 1996; Tayilor, 1995). Given that there is a need for the
development of accurate, symptom specific outcome assessment measures,
this study served to extend the current OCD literature base by developing
two new OCD outcome assessment measures.
An alternative scale validation model was used to validate the much
needed quality OCD outcome assessment measures developed in this study.
This alternative scale validation model has been referred to in the literature

as the accuracy-reliability framework or paradigm, and was originally -

conceptualized by Cone (1981; 1992) and then extended by Robertson

192
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(1993) and Racine (1994) in their work with children’s social behavior.
Seymour and Kratochwill (1998) applied this framework to the childhood
disorder of selective mutism. In this study, the performance standard, or
incontrovenib.le index, was established via scripted, analog videotapes and
consensual expert agreement on the rating scale (OCD-RS) and the direct
observation system (OCD-DOS). Extreme care was taken in this study to
obtain a performance standard from which an accuracy measure could be
m‘eaningfully derived. Data from the OCD field experts and the trained
gradUate students were then compared to this performance standard. High
agreement with the performance standard and among participants would
suggest that the OCD-RS and the OCD-DOS are both accurate and reliable.

Generalizations and Implications of the Findings

Seve_rgl findings of this study are noteworthy with respect to ratings
and direct observations in the areas of reliability, accuracy, relationship, and
sensitivity. An examination of these findings and their implications for
researchers and practitioners is discussed in the remainder of the chapter.

Reliability of Ratings and Direct Observations

Ratings. The moderate to moderately high percent agreements
between graduate students’ OCD-RS ratings indicated that there was relative
agreement of content for both videotapes with regard to the frequency of the

four target behaviors sampled by the OCD-RS. OQverall, graduate students

103



90

were more reliable than the OCD experts. Agreement between pairs of
graduate student raters across the total scale were moderately high for both
videotapes (videotape #1: M % = 83%; and videotape #2: M % = 68%).
Experts displayed moderate to moderately high percent agreement acrbss
the total scale (vidéotape #1: M % = 74%; and videotape #2: M % = 58%).
These results can be considered impressive given that exact percent
agreement was used and that such a small sample of items comprised the
total scale. However, past researchers do not report inter-rater reliability in
percent agreement but rather Pearson correlations. Thus, the results from
this study are not feadily interpretable in the context of previous literature.

in terms of the scale itself, Repeating and Reassurance Seeking were
found to be the most reliable items for videotape #1 among graduate student
raters, and Repeating was found to be the most reliable item on videotape
#2. Among OCD experts, Writing, Repeating, and Symmetry were found to
be equally reliable on videotape #1; and Writing and Symmetry were found to
be the most reliable items on videotape #2. This difference in reliable items
between graduate students and OCD experts may be due to the varying
degrees of familiarity and conceptualization of OCD. That is, graduate
students might have found it easier to discriminate between Repeating and

Reassurance Seeking as compared to Writing and Symmetry; whereas, OCD
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experts might have been more in tune to the topography of all behaviors as
seen in research and practice.

Direct observations. Another area of interest in this study involved

inter-observer reliability. Unlike the OCD-RS ratings, exact percent
agreement was not used for direct observations due to the continuous nature
of observational data. Howeve'r, if one examines the observation data for
occurrence/non-occurrence scores which is the type of_ percent agreement
previously reported in the literature, graduate students were in 100%
agreement for videotape #1. On videotape #2, five out of the six graduate
students had100% agreement. The experts demonstrated 100% agreement
on videotape #1, but their performance declined on videotape #2. On
videotape #2, four oQt of the nine expert oﬁservers indicated that they saw
Repeating rituals when this behavior did not occur on the videotape. For the
remaining three target behaviors, However-, the OCD experts demoﬁstrated
100% agreement.

The results for trained graduate student observers were consisfent

with the past research, if not higher. For example, Racine (1994)

documented a mean percent agreement between pairs of observers of 76%

and 84% for her videotapes:; and Robertson (1993) demonstrated a mean

percent agreement between pairs of observers of 75%. Therefore, if given

pas
G
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optimal observation situations, reliable results can be produced for both
ratings and observations.

Summary and implications. The higher performance by the trained

graduate students on the OCD-RS and the OCD-DOS may have been due to
the criterion mastery training approach that was used ih the current study.
Specifically', aII'graduate students participated in a training program that
incorporated direct instruction and a comprehensive manual. In addition,

. graduate students had to attain 85%- accuracy on the OCD-DOS while
observing videotapes that featured other target children and adolescents with
OCD. Itv appears that this approach may have fostered better attendance to
the target behaviors; and in turn, yielded higher results when compared to
the experts who had not been similarly trained. While experts were given the
same comprehensive manual, they were left to their own discretion as to its
use before completing the OCD-DOS and OCD-RS. The guestion remains
as to how they read and studied the manual before they completed the
required tasks.

The assessment of OCD requires considerable skill because implicit in
the diagnosis of OCD is the presence of an affective or cognitive component
(e.g., fear of contamination or need for exactness) that drives the
compulsions. With this in mind, it is understandable that four of the

suntrained” experts seemed to confuse the target behaviors of ‘Repeating and
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Symmetry as the repetition of an action occurs when a student is trying to
arrange or order something in a symmetrical fashion. Thus, in addition to
observing a behavior, the observer must make some interpretation about the
behavior. Interestingly, the “OCD experts” proved they were fallible under an
artificially constructed situation which may or may not approximate natural
conditions. This finding has implic_:aiions for practice in that, often clinicians
may err in-making attributions about behavior. It is important to remember
that this accuracy-reliability paradigm is not immune from the samé problems
often encountered with the use of traditionally validated scales. Overall,
training seems to reduce errors in attribution, and perhaps, “experts” should
not be excluded from this type of training in the future. In other words, -it
seems that being recognized as anA“expert" is not necessarily as goo'd as

being a “trained” expert.

Acquracv of Ratings and Direct Observations

For behavioral measures, such as the OCD-RS and OCD-DOS, Foster
and Cone (1995), contend that two types of representational validity need to
be established: content validity and accuracy. Content validity examines the
extent to which a measure operatibnally defines the behavior/response class
being assessed. Also, the obtained scores on a particular measure of
behavior should}reflect actual behavior. Content validity was established in

this study by operationally defining four target behaviors based on current
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OCD research and direct observations of children and adolescents who had
been diagnosed with OCD. Additionally, these four behavuors were
scrutinized by an OCD expert to brainstorm all possible examples and non-
examplee of the target behaviors for the purpose of constructiﬁg a
performance standard, or incontrovertible index. Scores on the OCD-RS and
OCD-DOS reflect the frequency of the target behaviors. The higher the
number, the more frequently the behavior occurs.

The main focal point of this study was the concept of'accuracy. Not
only was it important to establish accuracy from a theoretical standpoint but
alse from a practical standpoint. One current evaluation of OCD assessment
instruments cited the need for more accurate assessment of OCD symptoms
(Como, 1997). The construct of accuracy examines the instrument's ability to
reflect “true behavior” as defined by the performance standard. For the most
part, accuracy has been ignored by OCD assessors because it is often
difficult to obtain an incontrovertible index, or performance standard. . Hence,
there are no OCD rating scales or direct ebservation measures that have
established accuracy.

Cone (1992) stipulated that to establish the accuracy of a behavioral
measure, the résearcher must provide clear, explicit directions ane
procedures for using the instrument, and a performence standard so as to

compare outcome data. In this study, clear, concise, and explicit rules were
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detailed in the observation and rating manual given to all participants. In
addition té rating and observation guidelines, this manual consisted of a
literature review of OCD and the assessment of OCD. Detailed operational
definitions with examples for the four. target behaviors and a self-study
behavior codes quiz also were included in the manual.

Ratings. OCD experts were fairly accurate when it came to rating the
four target behaviors on the OCD-RS. For videotape #1, the experts’
accuracy ranged from 50% to 100% (M = 8_6%). For videotape #2, their
accuracy was somewhat less (M = 69%). An analysis of ratings between
OCD experts and the performance standard on the OCD-RS revealed that six
out of the nine were 100% accurate for v'ideotape #1. For videotape #2, only
two experts were 100% accurate. This decline in accuracy could be due to
an order effect which was not controlled for as it was with the graduate
students. Given that there were higher freduency behaviors in videotape #1,
it is possible that the OCD experts might have expected the same frequency
of behaviors to occur in videotape #2.

Trained graduate students were highly accurate when compared to the
performance standard. In many cases, 100% accuracy was obtained for
several target behaviors. The accuracy of the ratings declined somewhat on
videotape #2. Across the total scale, moderately high to high Pearson

correlations and percent agreements were found (videotape #1. Mr=.95
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and M % = 92%; and videotape #2:_ Mr = .88and M % = 63%). These
findings are somewhat higher than found in Racine (1994) and Seymour and
Kratochwill (1998). These results may reflect the combined emphasis on
observation and rating in the training manual.

Direct observations. The OCD experts attained a moderate level of

accuracy. Overall, however, the variance around the performance standard
was minimal considering the nature of direct observations (i.e., length of tape
‘and intervals). In examining occurrence/non-occurrence data, all the experts
observed the target behaviors with differing frequencies. In many cases,
OCD experts were not that far away from the performance standard. The
most accurately observed target behavior for videotape #1 and videotape #2
was Writing (RMS= 2.47) and Symmetry (RMS=2.12), respectively.
Trained.graduate students were more accurate than the OCD experts.
Repeating was observed with the most accuracy for videotapes #1 and #2.
Moderately high to high correlations were discovered across the total OCD-
DOS for Videotape #1 (M r = .91). Slightly higher correlations were
discovered for videotape #2 (M r = .97).
Correlations between trained graduate students and the performance
standard in this investigation were higher than past studie§ (Robertsbn,
1993; Racine, 1994). Robertson (1'993) and Racine (1994) demonstrated

mean correlations of .89 and .74 for the same videotape, respectively.

1190
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Racine used an additional videotape and found a mean r of .87. Seymour
and Kratochwill (1998) found a mean [lof 67. No other empirical research
has assessed this dimension of representational validity for direct
observations.

Summary and implications. Across graduate students and OCD
experts, accuracy declined on the OCD-RS for \)ideotape #2. In actuality,
three (RS, W, R) out of the four target behaviors decreased in frequency
from videotape #1 to videotape #2. Since the exp'erts were not
counterbalanced like the graduate st'udents, this condition could have
resulted in observer expéctancy from previous knowledge of higher
frequency behaviors seen on videotape #1. in other words, lthe OCD experts
could have had false expectations and over-recorded behavioral
observations on videotape #2, thus elevating their numerical ratings.

However, this possible order effect does not explain the graduate
students’ decline in accuracy. Again, skill in discriminating the observed
target behavior from a non-target behavior might have been a factor.
Graduate students tended to. rate the behaviors with higher frequency than
actually occurred on videotape #2. To illustrate the skill needed in r’ating
OCD behavior, one needs to examine the operational definitions. For
example, Reassurance Seeking is defined by the type of question asked.

Thus, graduate students also may have been victim to expectancy bias by
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assuming all questions asked by the target adolescent fell into the category
of Reassurance Séeking. |

The observations on the OCD-DOS by trained graduate students lwere
fairly accurate, especially given the stringent nature of these observations.
For example, participants in thls study were not given the opportunity to stop
and rewind the videotapes to enhance their accuracy. In this respect, the
observation situation approximated a naturalistic observation period. One
would expect the results to be lower given this condition of the study. Again,
these findings underscore the importance of criterion-mastery training for
observers especially since rules and procedures are linked directly to
accuracy (Cone, 1992).

The criterion-mastery approach to training obsérvers used in the
Robertson (1993) énd Racine (1994) studies highlights the importance of
training on both rating scale and direct observation measures. This aspect
becomes even more salient when one examines the expert data from the
present study.- In examining all the predictions, the OCD experts, who
participated with a training manual but without training, were less accurate
and reliable than the trained graduate students. |n essence, the combination
of structured training and a manual appeared to elevate the knowledge and
awareness of pre-doctoral students to the status of expert. It seems then that

expertise in knowledge, reserach, and clinical practice domains as in the
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case of the experts may not equate with high performance using
observations and rating instruments. Furthermore, traditionél standards of
expertise may not obviate the need for Specific training as used with the
graduate students. All individuals who have been trained using a criterion
mastery approach for the use of scales developed in accordance with the
accuracy-reliability parédigm, might be considered the experts in future
studies.

One also could speculate that the OCD experts might not have agreed |
with the operational definitions of the four target behaviors, which could have
created observer drift. It also is possible that the decline in accuracy among |
experts could be attributed to the expérts’ ddctoral/medical training and/or
continued professional development choices. For example, those experts
who were trained as educational psychologists tended to do better than the
clinical psychologists and the psychiatristé. Also, their continued
4professiona| development choices might not have focused on observational
and rating methodology; whereas, current educational bsychology graduate
programs place a heavy emphasis on direct observations and ratings in
assessment training.

Relationship between Direct Observations and Ratings

Another major finding in this study concerned the correlation between

an observer's OCD-DOS and his/her own OCD-RS rating. Recall that
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graduate students demonstrated high correlations for videotape #1 (Mr =
'91) and moderately high correlations for videotape #2 (M.[ =  83). Similar
results were docume_nted for OCD experts (videotape #1: Mr = .94, and
videotape #2: Mr = .86). The results from this study are substantially higher
than the weak to moderate correlations reported in previous research studies
(Merrell, 1993; Elliott et al., 1988: Reed & Edelbrock, 1983; Robertson,
1993; Racine, 1994 Seymour & Kratochwill, 1998). These results are highly
consistent with Cone’s (1981) contention that the accuracy of a given
instrument can be enhanced by comparing it to another form of
measurement. These results corroborate the notion thét when two
instruments are developed in a concerted, coordinated effort, higher
correlations can be achieved.

Summary and implications. In examining the concept of accuracy and

the practice of multiple method assessment, this study relied upon an
inference made by Cone (1981') that if two assessment measures are shown
to be accurate then they are related. Given the moderately high correlations
documented in the past, Racine (1994j made a plea for continued .use of
multiple types assessment devices due to the unaccounted variance between
measures. Given the high correlations demonstrated in this study, perhaps
practitioners could reconsider using multiple assessment devices if a high

level of agreement was established a priori. This strategy would be a time
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efficient, cost effective way in which to approach school based practice. After
all, if a stfingent level of agreement is attained between measures, it would
be redundant to use two assessment devices per person that could give the
same-result. Perhaps this tactic would allow the practitioner more timé to
gather other types of data s'uch as sélf—report data and teacher interviews,
while the other trained teacher and/or parent are.collecting rating scale data
that is similar to observation data. However, until such relationships are
documented, practitioners should continue using a muitiple method, multiple

informant across multiple settings approach to assessment.

Sensitivity to Change

Given that the purpose of this study was to develop two accurate
instrumehts for treatment monitoring, sensitivity to change was an important
component of this investigation as well as a strong test of the instruments. In
essence, videotape #1 could bé considered the baseline phase and
videotape #2 could be considered the treatment phase in a single-case
design study. The behaviors reflected on the videotabe were scripted to
reflect change from baseline to treatment. Reassurance Seeking, Writing,
and Repeating were designed to reflect a decrease in behavior from
videotape #1 to videotape #2. The frequency of Symmetry increased slightly

from videotape #1 to videotape #2. This slight increase should be detected



102

in direct observations, but not iﬁ the ratings. Therefbre, no significant effect
size was expected for Symmetry on the OCD-RS.

Ratings: For the experts, the OCD-RS was sensitive to change for
Reassurance Seeking, Writing, and Repeating and not sensitive to change
for Symmetry. For graduate students, the OCD-RS did not diéplay sensitivity
in the directions expected. Symmetry demonstrated the highest sensitivity
when in reality there should have been no difference between videotape #1
to videotape #2. Writing and Repeafing were moderately sensitive to

change, and Reassurance Seeking demonstrated low sensitivity to change.

Direct observations. Across OCD experts, the OCD-DOS
demonstrated moderate sensitivity to changé for Symmetry and high
sensitivity to change for Reassurance Seeking, Repeating, and Writing.
Across graduate student obsérvers, the OCD-DOS was sensitive to change
in the expected directions for all four target behaviors.

Summary and implications. In many respects, one would expect

observations to be more sensitive to change given the continuous nature of
observations as compared to the forced choice nature of ratings. This aspect
of perceiving sensitivity to change between videotaped scenarios on a likert
type rating scale might be where the years of experience and expertise serve
the OCD experts better than graduate students. Perhaps, the OCD-RS

sensitivity could be enhanced by creating more forced choice responses with
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a constricted range of frequency. With more frequency choices on the OCD-
RS, it pfobably would detect more/less change. This issue of ‘documenting
sensitivity to change by item is an irhportant contribution to the OCD
literature because these data are heretofore non-existent. In terms of

" treatment, many clinicians and.researchers assert that there has been a
positive change, but they fail to indicate what symptoms have changed.
Therefore, it is important that researchers and clinicians establish sensitivity
to change for the assessment instruments they are using. This facet alone
could help shed light on whether certain symptoms respond preferentially to
certain treatments and perhaps even clarify why some children respond
much better to treatment than others.

Limitations and Suggestions for Future Research

Carefu_l’consideration must be. given to the generalizations from this.
study to pre\(ious research because of the different statistical techniques
which were used. The descriptive statistical analyses used here are not
»directly comparable to the traditional scale validation studies. However, the
present study replicated all of Robertson's (1993), Racine’s (1994), and
Seymour and Kratochwill's (1998) predictions with respect to trained
graduate student observers.

A possible limitation in this study is the use of a scripted videotape to

approximate natural stimuli and the diagnosis of OCD. However, one can
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argue that the results of this study would generalize to naturalistic

observations because of the naturalistic qualities of the videotape and the

manner in which observations were conducted. The participants in this study

were not allowed to stop and rewind the tape. Thus, the observations flowed
continuously as in a live observation situation. In a recenti, similar
investigation, Seymour and Kratochwill (1998), allowed participants to stop
and rewind the videotape as many times as possible yet the correlations
were lower. This lends credibility to the belief that results based on analog
videotape would would generalize to live observations. Nonetheless, this
aspect should be tested. |

Although the combined (experts and graduate students) sahple size
was similar to those used by the majority of previous researchers who
investigated similar questions, it is small for the purposes of testing
generalizability across raters and observers. Another limitation of this study
was that experts were not randomly assigned to tWo groups like the trained
graduafe students. Since they were not counterbalanced, an order effect
could have occurred. The generalizability of the OCD-DOS and OCD-RS are
limited in that each individual case of OCD is different; therefore, different
target behaviors will have to be developed for each person. In addition, the
content validity will have to be re-established for each new OCD case.

Ironically, this limitation of generalizability can also be perceived as a

N
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strenéth in that these two instruments are the first individual-specific 0OCD
assessment instruments ever developed for the outcome assessment of
OCD.

Since some items demonstrated less accuracy and not enough
sensitivity to change, it will be important to extend the current research study
by examining the operational definitions. In addition, since there was a
decline in accuracy and' reliability across expeﬁs and graduate students for
ratings between videotapes #1 and #2, researchers might need to emphasize
and reflect on the importance of remaining objective for each independent
observation. The addition of more forced choice responses might need to be
created for the rating scale since it displayed lower éffect sizes than the
dbservations.

Admittedly, this study is just the first step in the development of two
accurate and reliable case specific OCD assessment instruments. Given
that this study was conducted with actors, the next logical step would be to
replicate studies with several adolescents who actually have OCD. This
process could involve the school psychologist or mental he;alth clinician
conducting conjoint consultation (Sheridan, Kratochwill, & Bergan, 1996) with
parents and teachers to facilitate the identification and definition of
problematic, overt OCD behaviors. In essence, this phase estéblishes

content validity. Accuracy would be established through criterion training.

Jasd
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Thus, parents and teachers would collect the data across baseline and
treatment phases. Once this process was established with several cases, a
logical next step would be to extend it to other childhood disorders. This
criterion-referenced or acduracy approach to test development could
significantly decrease the amount of time and resources expended on
sampling hundreds of children, and it also could serve to more directly
establish construct validity as well as reliability. See Figure 8 for an outline
of dévelopmental sequence for future research.
Conclusion

This study demonstrated that the relationship between direct
observations and ratin_gs in the assessment of observable compulsiohs can
be high when conditions are optimal. The method variance typically
associated between indirect and direct assessment rﬁeasures is more likely
to be redﬁced whén care is taken in developing a rating scale‘ and an
observation system. This coordination of instrumentafion is important in
settings, such as school, home, and community, that rely on multiple |
assessment techniques.

Most importantly, this study illustrated how psychometricaliy and
qualitatively sound outcome assessmént measures for a childhood disorder,
OCD, can be developed when using an alternative scale validation paradigm.

By developing a performance standard, the accuracy of the rating scale and
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direct observation system could be attained. Clearly, more OCD researchers
can provide accuracy information by developing a performance standard.n
This study contributes to the current OCD assessment domain in that it
provides a way to accurately assess specific OCD behaviors. In addition, it
provided an example of how to incorporate direct observations into the
assessment of OCD, which until now, have been absent. With the symptom
specificity of the OCD-RS and OCD-DOS, clinicians should be able to
identify which symptoms have changed over time. The utilization of accurate
and sensifive outcome assessment measures could ultimately lead to more
efficacious OCD treatment options. In sum, the accuracy-reliability paradigm

used in this study contributes to the establishment of assessment tool quality.
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. Current Phase

e Prototypical process for the develepment of OCD treatment monitoring
instruments established by current study

Phase 1

e Single-case design fermat with childreﬁ and adolescents who have been
diagnosed with OCD

o expand the process utilized in this study to include a OCD symptom
checklist similar to the Y-BOCS and a conjoint consultation problem
identification interview (P1I; Sheridan, Kratochwill, & Bergan, 1996)

« This Pl would involve a psychologist or psychiatrist who would facilitate
the detailing of the operational definition of the problematic target
behaviors as perceived by the parent(s) and/or teacher(s)

examples and non-example of the target behaviors should be generated

Phase 2

e Use manual developed in this study as a template and train observers to
a specified criterion on videotapes to establish accuracy

Phase 3

e Have trained observers use the case specific observation system and
rating scale during baseline and treatment phases
Also, gathe'r traditional assessrﬁent scale data (i.e., CY-BOCS, RCMAS)

Figure 8. Developmental phases for future research
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Phase 4
e Establish convergent and divergent validity
Phase 5
« Repeated Application of this process to more cases of children and
adolescents with OCD.
Phase 6
e Publish Scales and Training Materials
Phase 7
e Extend and validate sﬁales for diagnbsis
Phase 8

«. Extend process to other observable childhood disorders

Fiqure 8 (Cont.). Developmental phases for future research
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INFORMED CONSENT FOR MINOR (Student Actor)

We would like to invite you to be involved in a research study that will help
others who may have difficulty in school. Sometimes students much like
yourself have a hidden problem where they think about things a lot, and then
they feel like they have to do silly stuff to make the bad thoughts go away.
For example, a student might think that something bad will happen to their
family. In order to make this thought go away, they try things like counting to
a certain number. This secret problem is called Obsessive-Compulsive
Disorder, or OCD.

We are creating a videotape showing a classroom situation where students
act like students and possibly even act like a student who has OCD. We are
doing this to try to help teachers and parents of students with OCD because
students with OCD sometimes have a hard time in school and doing their
work.

You were asked to take part in this study because Mrs. thought you
might enjoy acting as a student.

You will have to do two things. First, you and other student actors will need
to rehearse with your coach, Caroline Racine. This coaching will take about
2 hours a week for 4 weeks (8 hours total). Second, you will need to agree to
be videotaped in a mock classroom situation for about 4 hours on June 9,
-1997 at 1 pm._This videotaping will occur at UW-Hospitals and Clinics in
Madison.

Even if you start out in the study, you can quit at any time and nothing will
happen to you. - .

We now invite you to sign the bottom of this form indicating that you
understand the above information and agree to participate in this study.

| have had this study explained to me in a way | understand, and | have had
the chance to ask questions. | understand that | do not have to participate in
this study, and that | do not have to give a reason for not participating.

If | sign this form, it means that | agree to participate in this study. My
parent(s) will also agree to have me in the study.
Signature of participant . Date

Signature of investigator Date
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Parent Consent for Minor Participation

April 14, 1997
Dear Parent:

We are writing to invite your child to participate in a research project on
Obsessive Compulsive Disorder (OCD). The project is designed to create a
new rating scale and observation form for educational and professional
purposes.

This research project is funded by the U.S. Department of Education, and we
are asking for your child's participation (approximately 20 hours). You will be
reimbursed for your travel, parking, and any other expenses that you may incur
from participating in this project. The research is conducted by Caroline N.
Racine, a doctoral student in the Department of Educational Psychology at the
University of Wisconsin-Madison and a certified school psychologist; Dr.
Thomas R. Kratochwill, Professor of Educational Psychology at the University of
Wisconsin-Madison; and Dr. Hugh Johnston, Professor in the Department of
Psychiatry at the University of Wisconsin-Madison. This project has received
approval from the University of Wisconsin Human Subjects Committee. We
believe that there are virtually no risks involved in your child's participation. One
foreseeable risk is your child's anxiety about being videotaped. Therefore, the
project will be explained to your child in developmentally appropriate language
and concerns will be addressed throughout the video process. Finally, the
credits at the end of the videotape will state that the students on the videotape

were actors.

The specific goal of this project is to develop a high quality method of rating of
those children who have OCD. First, we will videotape a classroom situation
involving student actors with/without OCD. Your child will need to rehearse with
their coach, Caroline Racine for about 2 hours a week for four weeks (ie., 8
hours total). After the script is rehearsed, your child will need to come to the
UW-Hospitals and Clinics in Madison for approximately 4 hours on June 9;
1997. This videotape will be viewed by 12 OCD experts across the country;
however, they are aware that the videotape(s) is confidential and must be sent
back to UW-Madison. Graduate student observers will also watch the videotape
and use the new instruments.

We do not anticipate any drawbacks from your child's participation in this
research project. Your child's name will not be made public in any
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presentations or publications. You will be given the option of keeping a
videotape at the completion of the study and deciding if you want your child's
name in the credit section of the videotape. You or your child may withdraw
from the project at any time without penalty or loss of benefits to you or your

child.

If you agree to have your child participate, pleasé sign the attached form. If you
have any questions or concerns regarding your participation in the project,
please contact Caroline Racine at (608) 238 - 8309 or 262 -3815. Thank you for

your time.

Sincerely,

Caroline N. Racine, MS
School Psychologist
Student Investigator
(608) 262-3815

(608) 238-8309

Hugh Johnston, MD
Psychiatrist

Co-Principal Investigator
(608) 263-6084

Thomas R. Kratochwill, PhD
Psychologist

Co-Principal Investigator
(608) 262-5912
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PARENTAL CONSENT FOR THEIR CHILD'S
PARTICIPATION IN OCD PROJECT

Caroline N. Racine, MS: Student Investigator .
Thomas R. Kratochwill, PhD & Hugh Johnston, MD: Co-Principal Investigators

I, : , acknowledge being informed to my satistaction of
the purpose, benefits, and risks of my child's participation in this project. | also
have been informed to my satisfaction of the procedures that will be used in the
OCD rating scale development project. It is my understanding that the
procedures will involve the following: '

1. Allow my child to rehearse with a coach and be videotaped. This experience
will involve approximately 20 hours of my child's time over the course of a
couple of months.

2. Allow my child's videotape to be viewed by project coordinators, experts in
OCD, and graduate student observers.

3. Allow the videotape to be used for training purposes.

4. | will have the opportunity to keep a videotape at the completion of the study.

5. My child and | will have the opportunity to decide if my child's identity shall

be placed in the credit section of the videotape.

| understand that confidentiality of my child is assured, and will not be reported
in any formal discussion or publication of the project. | understand that | may
withdraw my child from the program at any time without penalty or any loss of
benefit to me or my child. | further understand that there are virtually no risks
associated with my child's participation in the project.

Child's Name

Parent Signature : | Date
*My signature also indicates that | have received a copy of this consent form
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Parental Observation Consent

Dear Parent:

My name is Caroline N. Racine, and | am a doctoral student in Educational
Psychology. | am conducting a research project as a part of my dissertation
to develop a new rating scale and observation form for children with OCD. In
order to develop these new instruments, | need to write a script involving a
child who has OCD. In order for this video to be realistic, | need to be able to
see how OCD manifests itself in the school setting first hand. Therefore, |
am writing you to seek your permission to observe in
his/her classroom. My observation of will be approximately
2 to 4 hours long, and your child will not be informed that | am observing
him/her. Additionally, no one in the class will be informed that | am observing
your child. The sole purpose of my observation will be to gather information
on how OCD behaviors are displayed in the school setting, if at all. All
information collected will remain confidential.

- If you have any questions or concerns, please do not hesitate to call me at
(608) 238-8309. If you will agree to let me observe your child please sign the
bottom of this letter. ' :

Thanks for your time.
Sincerely,

-

Caroline N. Racine, MS

Yes, ‘ can be observed by Caroline N. Racine for
(child’'s name)
approximately 2 to 4 hours.

Parent signature ' Date
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Observer Consent Letter
October 15, 1996

Name
Address
City, State, Zip

Dear Observér:

We are writing to invite you to participate in a research project that is designed
to create a new outcome assessment measure for the purpose of accurately
assessing and monitoring change in a child's OCD behaviors during and after
treatment. Your participation mayhelp other children who suffer from OCD and
may enhance the advancement of assessment and treatment in the field of

OCD.

This research project is funded by the U.S. Department of Education, and we
are asking for your participation (approximately 6 -10 hours) over the course of
12 months. You will be paid an hourly wage of $8/hr. for your participation in
this project. The researchis conducted by Caroline N. Racine, a doctoral
student in the Department of Educational Psychology at the University of
Wisconsin-Madison and a certified school psychologist; Dr. Thomas R.
Kratochwill, Professor of Educational Psychology at the University of
Wisconsin-Magjson; and Dr. Hugh Johnston, Professor in the Department of
Psychiatry at the University of Wisconsin-Madison. This project has received
approval from the University of Wisconsin Human Subjects Committee. We
believe that there are no risks involved in your participation.

The specific goal of this project is to develop a high quality, accurate outcome
assessment measure to be used in assessing the treatment of children who
have OCD which significantly hinders their school performance. It will be
important to create an instrument that can be tailored to a child with OCD on a
case-by-case basis since OCD in individuals is idiosyncratic.

Your participation will be needed toward the end of the project and after the
rating scale and direct observation record have been created. Again, the time
commitment for this project will be approximately 6 - 10 hours. You will be
asked to watch a videotape of a child in a school setting, and to use the rating
scale and direct observation record as it has been explained to you.
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We do not anticipate any difficulties or any risks from participating in this
research project. All information collected from your participation will be kept
confidential and your identity will not be made public in any presentations or
publications . You may withdraw from the project at any time without penalty or
loss of benefits to you. Of course, we cannot continue to pay you if you
withdraw from the project.

If you agree to participate, please sign the attached form. If you have any
guestions or concerns regarding your participation in the project, please contact
Caroline Racine at 238 - 8309 or 262 -3815. Thank you for your time. We look
forward to hearing from you. '

Sincerely,

Caroline N. Racine, MS Thomas R. Kratochwill, PhD
School Psychologist - Psychologist

Student Investigator Co-Principal Investigator
(608) 262-3815 (608)262-5912

(608) 238 -8309

Hugh Johnston, MD
Psychiatrist

Co-Principal Investigator
(608) 263-6084
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OBSERVER CONSENT FOR PARTICIPATION IN OCD PROJECT

Caroline N. Racine, MS: Student Investigator - '
Thomas R. Kratochwill, PhD & Hugh Johnston, MD: Co-Principal Investigators

| acknowledge being informed to my satisfaction of the purpose, goals, benefits,
risks, and procedures of my participation in the OCD rating scale development
project, and | agree to participate. | understand that confidentiality of my identity
is assured, and will not be reported in any formal discussion or publication of the
project. | agree not to disclose any information about this study to any other
person. | understand that | may withdraw from the program at any time without
penalty or any loss of benefit to me. | further understand that there are no risks
associated with my participation in this project.

Observer Signature Date
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Expert Consent Lefter
October, 1997
(Address)
Dear Dr. Expert:

We are writing to invite you to participate in a research project that is designed
to create a new outcome assessment measure for the purpose of accurately
assessing and monitoring change in a child's OCD behaviors during and after
treatment. You have been selected to participate in this project due to your
expertise on OCD in children. Your participation may help other children who
suffer from OCD and may enhance the advancement of assessment and
treatment of OCD. '

This research project is funded for a year by the U.S. Department of Education,
and we are asking for your participation (approximately 3 hours) over the course
of the 12 months. You will be paid an honorarium of $500 for your participation
in this project. The research is conducted by Caroline N. Racine, a doctoral
student in the Department of Educational Psychology at the University of
Wisconsin-Madison and a certified schoot psychologist; Dr. Thomas R.
Kratochwill, Professor of Educational Psychology at the University of
Wisconsin-Madison; and Dr. Hugh Johnston, Professor in the Department of
Psychiatry at ihie University of Wisconsin-Madison. This project has received

~ approval from the University of Wisconsin Human Subjects Committee. We

believe that there are no risks involved in your participation.

The specific goal of this project is to develop a high quality, accurate outcome
assessment measure to be used in assessing the treatment of children who
have OCD which significantly hinders their school performance. It will be
important to create an instrument that can be tailored to a child with OCD on a
case-by-case basis since OCD in individuals is idiosyncratic.

Currently, your participation is needed because the rating scale and direct
observation system have been created. The time commitment for this project
will be approximately 3 hours. You are asked to watch a videotape of a child in
a school setting and to use the rating scale and direct observation system as it
has been explained to you in the manual provided. You are required to send
back the signed consent form, videotape, the rating scale, and the direct
observation record in the return, postage paid envelope that is enclosed for your
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convenience. If you choose not to participate. you still- must send back all the
materials . You will be paid $500 as an incentive to participate and return all
materials promptly. You must send all the materials along with the completed
tasks back by December 15, 1997 to ensure proper payment. We request

confidentiality of the videotape.

We do not anticipate any difficulties or any risks from participating in this
research project. All data collected from your participation will be kept
confidential, and your identity will not be made public in any presentations or
publications. You may withdraw from the project at any time without penalty or

loss of benefits to you.

If you agree to participate, please sign the attached form and complete the direct
observation system and rating scales as instructed. If you have any questions
or concerns regarding your-participation in the project, please contact Caroline
Racine at (608) 238 - 8309 or (608) 262 -3815 or via email
(cnracine@students.wisc.edu). Thank you for your time. We look forward to

receiving your materials.

Sincerely,

Caroline N. Racine, MS
School Psychologist
Student Investigator
(608) 238-8309

(608) 262-3815

Hugh Johnston, MD
Psychiatrist - :
Co-Principal Investigator
(608) 263-6084

Enclosures
expert consent form
vigeotape
manual
QCD-DOS & RS
return checklist
return envelope
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EXPERT CONSENT FOR PARTICIPATION IN OCD PROJECT

Caroline N. Racine, MS: Student Investigator
Thomas R. Kratochwill, PhD, & Hugh Johnston, MD: Co-Principal Investigators

| acknowledge being informed to my satisfaction of the purpose, goals, benefits,
risks, and procedures of my participation in the OCD rating scale development
project; and | agree to participate. | understand that confidentiality of my identity
is assured, and will not be reported in any formal discussion or publication of the
project. | understand that | may withdraw from the program at any time without
penalty or any loss of benefit to me. Of course, we cannot pay you if you choose
not to participate. | further understand that there are no risks associated with
my participation in this project. | will send back the videotape and instruments in
a prompt manner.

Expert Signature : Date

Address to serd honorarium:

Social Security #:
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Teacher Consent Form (Actress)
April 14, 1997
Dear Mrs. '

We are writing to invite you to participate in a research project that is designed
to create a new outcome assessment measure for the purpose of accurately
assessing and monitoring change in a child's OCD behaviors during and after
treatment. Your participation may help other children who suffer from OCD and
may enhance the advancement of assessment and treatment in the field of

OCD.

This research project is funded by the U.S. Department of Education, and we
are asking for your participation (approximately 20 hours) over the course of 12
~ months. You will need to practice approximately 2 hours per week for four

weeks. After the script is rehearsed, you will need to come to UW Hospitals and
Clinics in Madison for approximately four hours on June 9, 1997 at 1pm.
Specifically, we would like you to act as the role of teacher in a videotape we
are creating. You will be paid a stipend of $600 for your participation in this
project. The research is conducted by Caroline N. Racine, a doctoral student in
the Department of Educational Psychology at the University of Wisconsin-
Madison and a certified school psychologist; Dr. Thomas R. Kratochwill,
Professor of Educational Psychology at the University of Wisconsin-Madison;
and Dr. Hugh Johnston, Professor in the Department of Psychiatry at the
University of Wisconsin-Madison. This project has received approval from the
University of Wisconsin Human Subjects Committee. We believe that there are
no risks involved in your participation.

The specific goal of this project is to develop.a high quality, accurate outcome
assessment measure to be used in assessing the treatment of children who
have OCD which significantly hinders their school performance. It will be
important to create an instrument that can be tailored to a child with OCD on a
case-by-case basis since OCD in individuals is idiosyncratic.

We do not anticipate any difficulties or any risks from participating in this
research project. All information collected from your participation will be kept
confidential and your identity will not be made public in any presentations or
publications (e.g., your name or identity will not be used). You will be given the
opportunity. to decide if you would like your name to appear in the credit séction
at the end of the videotape when the videotape has been completed. You may
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withdraw from the project at any time without penalty or loss of benefits to you.
Of course, we cannot continue to pay you if you withdraw from the project.

If you agree to participate, please sign the attached form. If you have any
questions or concerns regarding your participation in the project, please contact
Caroline Racine at 238 - 8309 or 262 -3815. Thank you for your time. We look
forward to hearing from you.

Sincerely,
Caroline N. Racine, MS Thomas R. Kratochwill, PhD
School Psychologist Psychologist

- Student Investigator Co-Principal Investigator
(608) 262-3815 (608)262-5912

(608) 238 -8309

Hugh Johnston, MD
Psychiatrist

Co-Principal Investigator
(608) 263-6084

ADULT ACTOR CONSENT FOR PARTICIPATION IN OCD PROJECT

Caroline N. Racine, MS: Student Investigator
Thomas R. Kratochwill, PhD & Hugh Johnston, MD: Co-Principal Investigators

| acknowledge being informed to my satisfaction of the purpose, goals, benefits,
risks, and procedures of my participation in the OCD rating scale development
project, and | agree to participate. | understand that | may withdraw from the
program at any time without penalty or any loss of benefit to me. | further
understand that there are no risks associated with my participation in this
project. :

Participant Signature ‘ Date
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Behavior Codes

OCD-RS
OCD-DOS
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for chilanen and adolescents
0CfD-RS

Student Information |
Name: Date of Birth:
School: o , Grade:
Referred by: Age:
Rating Information
Date of Rating: Rater:
Class: | Teacher:

Type of Setting (i.e., large group, small group, independent seatwork, etc.):

4

Additional Information/Notes
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OCD-RS Behavior Codes

Reassurance Seeking (RS)

This type of behavior includes excessive questioning of directions,
assignments, activities, time limits, classroom rules, etc. Basically, this
person’s behavior conveys a need for reassurance by someone else. RS is '
distinguished from typical questions primarily by quantity. These RS
questions are different from that of clarification questions in that the
listener/observer has the intuitive sense of what the answer IS.

~Writing Rituais (W)

This behavior consists of writing, rewriting and/or retracing. Difficulty with
writing could include the following behaviors: elaborate correction,
writing/rewriting, tracing certain letters, and starting whole assignment over.

Repeating (R

This behavior is defined as having to do particular actions over and over
again. Repeating behaviors include but are not limited to the following:
getting school work/supplies out of and putting them back into backpack;
having to come through the door several times in a certain way, blowing on
fingers before one picks up a pencil or turns a page, standing up and sitting
down, mentally counting to a certain number or tapping a certain number of
times before starting work, touching a glass to one’s lips a certain amount of
times, clicking the pen a number of times, reading over and over . :
One episode of repeating is coded as one event. That is, if the student
engages in R by standing up and sitting down three times, the observer
would code this behavior as one (1) event.

Symmetry (SY)

This behavior conveys a need for exactness or order. Symmetry behaviors
could include the following: lining up a book or paper with the edge of a
desk, making sure a writing implement is placed exactly in the center of the
desk, arranging and rearranging supplies. One episode of repeating is coded
as one event. That is, if the student engages in SY by lining up her book with
the edge of the desk several times before stopping, the observer would code
this behavior as one (1) event. '
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00D RATTNG SCALE (0@D-RS)
Child and Adolescent Forun

Background Information

This rating scale is designed to measure how often a student exhibits
specific, observable OCD behaviors in your classroom and how these
specific behaviors interfere with success in your classroom. Specific OCD
behaviors will most likely vary across students; therefore, you will be rating
those behaviors that have been agreed upon by you, the student’s parent(s),
and the school psychologist and/or psychiatrist. In addition to rating these
behaviors, space is provided for you to describe any additional OoCD
behaviors that seem to be problematic for the student, should they arise.
Your additional observations will be important for intervention monitoring
given that OCD symptoms tend to wax and wane over time.

Directions

For each behavior, decide how often the student performed the behavior
described. ' A
If student never did this behavior, circle O.
If student sometimes did this behavior (i.e., approx. 1-10 times/rating
period)-circle 1.
If student very often did this behavior (i.e., approx. 11+ times/rating
period), circle 2. : ‘

For each behavior, you also should rate how much each of these behaviors
seemed to interfere with the student's classroom/home/community
functioning.

If the behavior did not seem to interfere with
classroom/home/community performance and/or did not seem to
cause the student distress when he/she is not allowed to perform the
behavior, circle O (No Interference). * -

If the behavior somewhat interfered with school/home/community

performance and/or looked as though the student is in some distress
when asked to stop the behavior, circle 1 (Sometimes Interferes).
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If the behavior interferes with school/home/community performance
and/or student was in obvious distress if asked to stop behavior, circle

2 (Interferes Most of the Time).
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OCD Rating Seale (00D -RS)

OCD Observable How Often? How Much
Behaviors Interference'?
Never Sometimes Very Often | None Sometimes Most of time

1. Reassurance Seeking 0 1 2 0 1 2
2. Writing Rituals O 1 2 0 1 2
3. Repeating 0 K 2 0 1 2
4. Symmetry 0 1 2 0 1 2
5 0 1 2 0 1 2
6 0 1 2 0 1 2
7 B 0 1 2 0 1 2
8 0 1 2 0 1 2
9 0 1 2 0 1 2
10. Other: 0 1 2 0 1 | 2

Additional Notes/Observations:
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OW-&W Deisonden- Dinect Obsenvation Systen:

for childnen and adolescente
0CD-DOS
Stddent Information
Name: _ | Date of Birth:
School: Grade:
Referred by: Age:

Observation Information

Date of Observation: . Observer:
Class: - ' Teacher:

Time Started: Time Ended:

Type of Setting (i.e., large group, small group, independent seatwork, etc.):

Additional Information/Notes
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OCD - Direct Observation System (OCD-DOS)
Adolescent and Child Form
Record Form

Directions: This observation system records the frequency of the specified OCD target
behavior.  Record a tally mark for each occurrence of the OCD behavior under the
appropriate columm. Each column corresponds to a five minute interval. For instance, if
you observe Reassurance Seeking at 10 minutes and 27 seconds you would record a tally
mark in the 3rd column marked 15 because this includes the behavior that occurs during
10:01 and 15:00. For OCD video observation, use intervals as indicated. '

Minute 5 10 15 20 25 30 35 40 | Total

OCD video #1 | 20:00- | 25:01- 30:01- 35.01- 40:01-
) 25:00 30:00 35:00 40:00 45:00

1. Reassurance
Seeking

2. Writing
Rituals

3. Repeating

4. Symmetry

5.

6. -

7.

8.

9.

10. Other

Additional Observations (i.e., new compulsions observed, antecedents,
consequents, sequentioal conditions, etc. ):
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OCD - Direct Observation System (OCD-DOS)
| Adolescent and Child Form
Record Form

Directions: This observation system records the frequency of the specified OCD target
behavior. Record a tally mark for each occurrence of the OCD behavior under the
appropriate columm. Each column corresponds to a five minute interval. For instance, if
you observe Reassurance Seeking at 10 minutes and 27 seconds you would record a tally
mark in the 3rd column marked 15 because this includes the behavior that occurs during
10:01 and 15:00. For OCD video observation, use intervals as indicated.

Minute 5 10 15 20 25 30 35 40 Total

OCD video #2 | 1:23- 6:24- 11:24- 16:24- 21:24-
6:23 11:23 16:23 21:23 26:23

1. Reassurance
Seeking

2. Writing
Rituals

3. Repeating

4. Symmetry

5.

6.

7.

8.

9.

10. Other

Additional Observations (i.e., new compulsions observed, antecédents,
consequents, sequentioal conditions, etc. ):
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OCD-DOS Behavior Codes

Reassurance Seeking (RS)
This type of behavior includes excessive questioning of directions,

assignments, activities, time limits, classroom rules, etc. Basically, this
person’s behavior conveys a need for reassurance by someone else. RS is
distinguished from typical questions primarily by quantity. These RS
questions are different from that of clarification questions in that the
listener/observer has the intuitive sense of what the answer is.

' Writing Rithals (W)

This behavior consists of writing, rewriting and/or retracing. Difficulty with
writing could include the following behaviors: elaborate correction,
writing/rewriting, tracing certain letters, and starting whole assignment over.

Repeating (R

This behavior is defined as having to do particular actions over and over
again. Repeating behaviors include but are not limited to the following:
getting school work/supplies out of and putting them back into backpack;
having to come through the door several times in a certain way, blowing on
fingers before one picks up a pencil or turns a page, standing up and sitting
down, mentally counting to a certain number or tapping a certain number of
times before starting work, touching a glass to one’s lips a certain amount of
times, clicking the pen a number of times, reading over and over .

Syﬁ\metg (SY)

This behavior conveys a need for exactness or order. Symmetry behaviors
could include the following: lining up a book or paper with the edge of a
desk, making sure a writing implement is placed exactly in the center of the
desk, arranging and rearranging supplies.
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Section One: Review of Obsessive-Compulsive Disorder
Introduction

Obsessive-Compulsive Disorder (OCD), originally thought to be a
rare disorder, afflicts more than 2% of the population (Whitaker et al.,
1990). Among adults who suffer from OCD, approximatdly one-third to
one-half developeleCD when they were children or adolescents (March,

Leonard, & Swedo, 1995). Realistically, OCD probably affects more

~ individuals than current epidemiological studies report due to the secrecy

of this disorder. Due to the hidden nature of OCD, itis reasonable to
assume that it is an under-reported and under-identified disorder that, for
a large majority of people, has origins in childhood. In many cases, early
detection of this disorder has played a vital role in children’s r‘ecovery
from OCD (Q.Lierioz, Motta, Madi, Sossai, & Boren, 1981). Therefore,
knowledge and identification df OCD by school psychologists is important
to the alleviation of this disorder (Adams, Waas, March, & Smith, 1994).
Briefly, obsessions can be described as "persistent ideas,
thoughts, impulses, or images that are experienced as intrusive and
inappropfiate and that cause marked anxiety or distress" (American
Psychiatric Association, 1994, p. 418). Some typical childhood

obsessions are fear of contamination, fear of something happening to
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themselves or loved ones (i.e., fire, death, iliness), and need for
exactness (Swedo, Leonard, & Rapoport, 1990). Compulsions can be
defined as "repetitive behaviors (e.g., hand washing, ordering, checking)
‘or mental acts (e.g., praying, counting, repeating words silently) the goal
of which is to prevent or reduce anxiety or distress, not to provide
pleasure or gratification” (American Psychiatric Association, 1994, p.
418). The obsessions and/or compulsioné of children with OCD differ
from developmentally appropriate obsessive-compulsive behaviors in
respect to timing, content, and severity. That is, the obsessions and
compulsions of children with OCD usually appear after the
developmentally appropriate time,. seem odd, and produce an inability to

function (March, _Leonard, & Swedo, 1995).

Overview of OCD

According to the Diagnostic and Statistical Manual of Mental

Disorders - Fourth Edition (DSM-IV) (1994) an individual muét have five

diagnostic characteristics to meet the criteria for clinical OCD. These -
| characteristics, as outlined by the DSM-IV (1994), are as follows:

A. Either obsessions or compulsions:



Obsessions as defined by (1), (2), (3), and (4):

" (1) recurrent and persistent thoughts, impulses, or images that are
-experienced, at some time during the disturbance, as intrusive and

inappropriate and that cause marked anxiety or distress

(2) the thoughts, impulses, or images are not simply excessive
worries about real-life problems

(3) the person attempts to ignore or suppress such thoughts,
impulses, or images, or to neutralize them with some other thought
or action

(4) the person recognizes that the obsessional thoughts, impulses,
or images are a product of his or her own mind (not imposed from
without as in thought insertion)

Compulsions as defined by (1) and (2):

(1) repetitive behaviors (e.g., hand washing, ordering, checking) or
mental acts (e.g., praying, counting, repeating words silently) that
the person feels driven to perform in response to an obsession, or
according to rules that must be applied rigidly

(2) the behaviors or mental acts either are aimed at preventing or
reducing distress or preventing some dreaded event or situation;
however, these behaviors or mental acts either are not connected
in a realistic way with what they are designed to neutralize or
prevent or are clearly excessive

B. At some point during the course of the disorder, the person has
recognized that the obsessions or compulsions

are excessive or unreasonable. Note: This does not apply to
children.

C. The obsessions or compulsions cause marked distress,
are time consuming (take more than 1 hour a day), or
significantly interfere with the person's normal routine,
occupational (or academic) functioning, or usual social
activities or relationships.

D If another Axis | disorder is present, the content of the
obsessions or compulsions is not restricted to it

E. The disturbance is not due to the direct physiological
effects of a substance (e.g., a drug of abuse, medication) or
a general medical condition. (p. 422-423).

fassd
co
(N)
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OCD is diagnosed along Axis | and is considered to be an anxiety disorder. '

Childhood-onset OCD must meet the same criteria as specified for adults in the
DSM-IV: however, children may or may not have insight into their obsessions
 and/or compulsions.

Clinical Course of OCD

The topography of childhood-onset OCD varies on an individual basis as
well as intra-individually across time. In other words, the course of
childhood-onset OCD does not seem to follow any typical developmental
frajec:tory nor are certain obsessions and/or compulsions predictive of a certain
developmental pathway. In a prospective follow-up study by Rettew, Swedo,
Leonard, Lenane and Rapoport (1992), qualitétive information regarding OCD
symptoms across time was reported for a sample of children and adolescents
(N=79). Many interesting findings were reported: (a) no significant age-related
trends were discd\'/eredl in terms of syrhptom type; (b), washing and checking
compulsions were exhibited by 47% of the sample at some point during the
course of their disorder; (C) symptom constellation changed over time and
varied on content and severity dimensions; and (d) children 6-years old and
younger were more Iikely to have compulsions. These authors also noted that
pure obsessive OCD was observed less frequently than pure éompulsive OCD.
The age of onset data from this sample yielded an early onset type and an

adolescent onset type. Early onset children were twice as likely as adolescent
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onset type to be male and to have had a positive family history of OCD or

Tourette's Syndrome.

Prevalence of OCD

Prevalence estimates of OCD usually vary between 2% and 3% of the
general population. For example, the Epidemiology Catchment Area (ECA)
study reported a 2.5% of lifetime prevalence in the population at large (Robins
et al., 1984). Flament and colleagues (1988) conducted a survey of 5,596 high
school students, and 20 adolescents were identified as having OCD (0.4%).

| When the sample was weighted, the estimated prevalence rate for adolescents -
with OCD was 1%. Additionally, the majority of childhood and adolescent OCD
studies indicate that most children show OCD symptoms during 10-14 years of
age and another Qne-third report symptbms before 9'year's of age (Riddle et al.,
1990, SWedo et al., 1989). The true prevalence of childhood-onset OCD is
difficult to ascertdin given that there have been no appropriate epidemiological
child and adolescent stgdies (Carter, Péuls, & Leckman, 1995).

Complications from OCD

Complications from OCD can affect children and adolescents both at

school and home.

Impact of OCD at school. Although the prevalence rate of OCD in

children and adolescents is not extraordinary, it is believed to be 20 to 40 times
more common than previously reported (Clarizio, 1991). The secretive nature of

this problem makes it difficult to identify those who have OCD. Although there
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has been no systematic investigation as to how youth with OCD function in

school, itis impoftant for school personnel to be knowledgeable about OCD and
be able to critically evaluate referrals for special education. Due to the individual
variability of OCD'acro,ss students, OCD will impact students in different
situations. Among the most common school problems that students with OoCD
experience are: (a) poor peer relations; (b) high absentee rates; (c) a decline in
scholastic aptitude and overall school functioning; and (d) an increase in drug

and alcohol abuse (Adams et al., 1994; Clarizio, 1991). Many of these students

also are referred and placed in special education due to their inability to function

in a regular education classroom; however, other students with OCD remain in

the regular education setting.

Impact of OCD at home. Each family who has a child or adolescent with

OCD copes differently. VanNoppen, Pato, and Rasmussén (1993) delineate five
different coping strategies typically adopted by families who have a family
member with OCD. First, there are those families who help with the rituals in an
effort to maintain the status quo. Second, theré are those families who do not
assist in the rituals, but allow the compulsions to occur. Third, there are those
families who ignore or fail to acknowledge the obsessions and compulsions.
Fourth, many families will respond differentially to the family member with OCD.
anally, there are those families who demonstrate inconsistent responses to the
family member with OCD. Children and adolescents with OCD often try hard to

keep their OCD behaviors hidden from other family:-members. Often times,
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children and adolescents feel isolated and ashamed because they realize that

their obs-essions and/or compulsions are irrational. Chil_dren and adolescents
with OCD typically are dependent on their parents for many of their needs. This
dependence often-is troublesome for adolescents because OCD hinders the
separation and individuation process that most adolescents experiencé during
the teenage years. The key td coping with a child or adolescent who has OCD
is to seek help, allow for open family discussion about OCD, and provide
consistent discipline and routines (VanNoppen et al., 1993).

Associated (Comorbid) Disorders

The comorbidity of OCD with other disorders is very common. In fact,
child and adolescent studies'that report on comorbidity of their samples reveal
similar data in regard to OCD and associated disorders (i.e., Swedo et al., 1989,
Swedo, Leonard, & Rapoport, 1992: and Riddle et al., 1990). Data from Swedo
and colleagues (1989,1992) reveal that only 25% of the sample (N = 140) had
OCD as their sole diagnosis. The data (N=70) from Swedo et al. (1989) provide
an excellent illustration of psychiatric disorders commonly associated with OCD:
tic disorder (30%), major depression (26%), specific developmental disorder
(24%), simple phobia (17%), overanxious disorder (16%), adjustment disorder
with depressed mood (13%), oppositional defiant disorder (11 %), attention
deficit disorder (10%), conduct disorder (7%), and separation anxiety disorder

(7%). These results highlight the need to consider comorbid conditions when



: 153
diagnosing children and adolescents with OCD as dual diagnoses will affect

intervention planning.

Etiology of OCD

Cﬁrrently, fhere are many different hypotheses as to the cause of OCD. The
only definitive statement that can be offered with any confidence is that the cause
of OCD remains nebulous. Nonetheless, there are various models and hypotheses
of OCD which help clinicians to pursue various treatment options. Several
contemporary models of QCD are presented briefly to illustrate the scope and
.diversity of current explanations of OCD. Most of these models have focused
primarily on adults; consequently, researchers are left to infer that these aduit

models also apply to children and adolescents

Neurobiological models. Although there are several neurobiological and
_ neuropsychological models of OCD currently being investigated, the serotonin

hypothesis has received the most attention. Evidence that serétonin, a
neurotransmitter, is involved in OCD was first obtained when researchers
discovered that Clomibramine (CMI), a tricyclic antidepressant as well as a
serotonin-(and other monoaminé) reuptake inhibitor (SRI), reduced OCD
symptoms in adults. This finding has been replicated with children and
adolescents ( i.e., Flament et al., 1985; Leonard et al., 1989; and DeVeaugh-
Geiss et al., 1992). Additional evidenpe that implicates serotonin dysfunction in
the etiology of OCD has been obtained in: (a) direct assays 6f serotonin and its

metabolites: (b) drug challenge studies; and (c) the efficacy of selective
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serotonin reuptake inhibitors (SSRIs) (Johnston & March, 1992). Research also

has demonstrated that ihdividuals with OCb have reduced levels of serotonin in
the synaptic cleft as well as post-synaptic hyperactivity. Thus, medications that
increase serotoniﬁ in the synapse by blocking its reuptake into the presynaptic
neuron have alleviated some OCD symptoms (Johnston & March, 1992,
Piacentini et al., 1992). This model continues to remain viable; however, it
does not account for the sole cause of OCD simply because some individuals
do not improve when taking CMI or SSRis.

Recently, researchers have been investigating the possibility that some
forms of childhood-onset OCD may be caused by a viral infection. In reviewing
the literature and clinical cases, these investigators discovered that two general
patterns of OCD emerged among children and adolescents (Allen et al., 1995,
Leonard, 1995; Swedo, 1994). Some éhildren had an insidious onset of OCD
thét waxed and waned over time. Other children experienced a sudden onset of
OCD that remitted between OCD episodes. For this latter group of children,

there appeared to be an association between OCD onset and Group A Beta

Hemolytic Streptococcal infection, or “strep throat” (Allen et al., 1995; Leonard,

1995: Swedo, 1994). These researchers have likened this process to that of

Sydenham's chorea, a form of rheumatic fever, in that, “. . . some patients are
genetically predisposed to marshal an .autoimmune response to Group A Beta
Hemolytic Streptoccus; when they form aﬁtoantibodies that are misdirected at

various parts of their bodies, such as the heart (which can result in rheumatic

ib38
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carditis) or the brain (which can give rise to chorea)” (Leonard, 1995, p. 13).

Hence, Sydenham's chorea might serve as a medical model for OCD. Although
this model is promising, more research is needed.

Given the génetic transmission of possible serotonin dysfunction and
autoimmune responses, it is not surprising that genetic factors are hypothesized
to play a role in the developmeﬁt of OCD as well. In addition to this evidence,
family and twin studies have been conducted to provide evidence of OCD
heritability. Rettew et al. (1989) (N = 70) reported that 25% of those children
and adolescents with OCD had a positive family history of OCD. Most of the
family and twin studies report that OCD is familial; however, these studies are
not without their methodological weaknesses (Rasmussen, 1994).

Behavioral model. Some believe OCD is a learned behavior that has

resulted from classical conditioning and operant learning. This theory is referred
to as a two-factor-conditioning model (Johnston & March, 1992). For example, a
new obsession (i.e., unconditioned stimulus) occurs, the individual experiences
anxiety, and then the individual performs a behavior which the individual thinks
will reduce this anxiety (i.e., compulsion). This unconditioned stimulus becomes
a conditioned stimulus, and operant I_earning results. Environmental events and
cues that surround the conditioned behavior often prompt other behaviors to
arise, a process commonly referred to as stimulus generalization. Given that

behavior therapy has been successful in symptom alleviation for some
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individuals, this behavioral model also remains a reasonable explanation as to

the cause of OCD.
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Section Two: Assessment of OCD

Introduction
A best practice épproach to the clinical diagnosis of OCD involves the
“collection of inforrhation using a variety of methods and informants across
settings (Achenbach, McConaughy, & Howell, 1987). In the assessment of any
anxiety disorder, instruments should: (a) be reliable and. valid acrdss multiple
symptom dorﬁains; (b) differentiate symptom clusters; (c) assess th_e severity of
the problem; (d) make use of multiple informants; and (ej be sensitive to
behavior change (Starlings & March, 1995). Stallings and March (1995) also
assert that a'ssessmeni devices should facilitate communication among
professionals especially in light of the current trend toward a multi-disciplinary
team approach .to assessment. Assessment purpose also should be delineated
and considered prior to the actual assessment. For example, a clinician should
reflect on whether the purpose of assessment is for diagnosis, treatment
planning, and/or treatment monitoring (Foster & Cone, 1995; Kratochwill &
McGivern, 1997). The delineation of assessment purpose will help guide the
clinician in determining what type of assessment instrument to use (see Figure 1
for an example). Although, OCD has a controversy-free nosology, OCD
presents itself with considerable inter-individual heterogeneity (March, Johnston,
& Greist, 1990; Rettew et al., 1992). Thus, practitioners using various

assessments must make a concerted effort to account for symptom
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variability within OCD (Starlings & March, 1995). Clinicians also must consider

comorbid conditions as this will impact choice of treatment.

The methods most commonly used by clinicians to assess OCD include
the following: a diégnostic interview (structured, semi-structured, and/or
unstructured), rating scales (self and/or other), self-monitoring (e.g., behavioral
diary method), and direct behavioral observations (Taylor, 1995; Wolff & Wolff,
1991). Due to time efficiency and cost effectiveness, the most relied Upon method
in clinical practice is most likely the completion of rating scales. Given the focus
'of this as;essment manual, rating scale methods and direct observations will be

. reviewed.

Rating Scale Assessment

Given the widespread use of rating scales among clinicians, it is
important to be cognizant of the technical adequacies of the most commonly
"used rating scalés. The two most commonly used rating scales, the Leyton

Obsessional Inventory-Children’'s Version (LOI-CV) and the Children's

Yale-Brown Obsessive Compulsive Scale (CY-BOCS) are reviewed in depth.

Unfortunately, content validity and accuracy of these scales have not been
documented. Consequently, traditional estimates of validity are reported. Both
of these scales are purported to have multiple roles in the assessment of OCD;
however, they are most commonly used for diagnosis, treatment design, and

treatment monitoring.

~ | 174
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The Leyton Obsessional Inventory-Child Version (LOI-CV). The LOI-CV

(Berg, Rapoport, & Flament, 1986) is a downward extension of the adult LOI
(Cooper & McNeil, 1968) which was designed to assess obsessionality in
"houseproud" horﬁemakers. Cooper (1970) adapted it for the assessment of
OCD. The LOI-CV, like the LOI, is a 44-item, self-report measure that allows
assessment of the following symptom domains: thoughts, checking, dirt and
contamination, dangerous objects, cleanliness and tidiness, school work, order
and routine, overconscientious, indecision, hoarding, meanness, and magic
games. The LOI-CV involves a éard-sorting task where the child is presented a
symptom on a card, and then he/she drops the symptom card in a "yes" or a "no"
box_Positive responses are re-administered to assess the dimensions of
resistance (i.e., how hard it is to stop - 5-point Likert-type response format) and
interference (i.e., how much symptom interferes with daily functioning- 4- point
Likert-type resportse format). Total symptom scores aré calculated by adding the
number of positive symptoms cards; and resistance and interference scores are

" added according to their point values. Thére also is a 20-item LOI-CV usi'ng the
same format that has been developed for epidemiological studies.

In terms of reported technical adequacies for the LOI-CV (44 item), data
have been scant. Infact, a Iiferature search conducted by the
Obsessive-Compulsive Information Center at the Dean Foundation located in
Madison, Wisconsin revealed only 19 érticles that referenced the LOI-CV. Of

these 19 articles, only one addressed the technical adequacies of this
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instrument. Berg, Rapoport, and Flament (1986) specifically tested the reliability

.and validity of the LOI-CV by studying 'three groups: (1 ) 26 adolescents (age
range = 10-18 yrs.; M= 14.3 yrs.; 17 males, 9 females) who were diagnosed with
OCD; (2) 28 adoléscent controls (age range = 11-18 yrs.; M= 13.7 yrs.; 22
males, 6 females), who were matched for ége, and (3) 14 psychiatric adolescents
(age range = 10-17 yrs.; M = 13.2; 10 males, 4 females) who had some
obsessive 'symptoms, but OCD was not their primary diagnosis. Of the first
group; 19 participated in a double-blind crossover drug treatment trial. A
“one-way ANOVA found significant'group differences resulted for the number of
“yes," resistance, and interference scores. The test-retest reliability of 10 patients
across a placebo phase of 5 weeks demonstrated intraclass coefficients of .96,
.97, and .94 for the “yes,” resistance, and interference scores, respectively.
Additionally, Pearson product-moment correlations were comptjted between the
LOI-CV and other OCD rating scales. Correlations ranged from .77 to .88 for |

both the LOI-CV and the Obsessive Compulsive Rating (OCR, Rapoport et al.,

1980) the Compghenswe Psvchopathological Rating Scale-Obsessive

Compulsive Subscale (CPRS-OC; Thoren et al., 1980), and the NIMH Obsessnve

Compulsive scale (NIMH-OC; Rapoport et al., unpublished). Correlations

between the LOI-CV and the NIMH Global subscale (NIMH-G;Murphy et al.,
1982) ranged from .69 to .77. Paired !-tests were also computed between the

end of baseline and the end of treatment scores. Significant differences were
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reported, indicating that the' LOI-CV can provide useful information about clinical

change.

Three studies from the same literature search were identified for providing
information on the-LOI-CV (20 items) epidemiological version. Flament and
colleagues (1988') gathered epidemiological information from 356 high school
students. These researchers reported the sensitivity of the LOI-CV (20 items) as
75%. the specificity as 84%, and the predictive validity as 18%. The sensitivity
percentage indicates the number of cases that test positive for the target
disorder, and tﬁe specificity percentage means the -number of cases that test
negative for the target disorder. Verhulst and Koot (1992) assert that these
measures of validity do not demonstrate the intrinsic properties of an instrument.
In fact, these percentages will vary between samples.AThe predictive value
indibates the likelihood that a positive test result will predict a certain disorder
(Verhulst & Koot -4992). Given the 18% predictive validity, Flament and
researchers (1988) assert that the LOI-CV (20 items) is an adequate screening
measure. Berg and colleagues (1988) reported an internal consistency' estimate
of 81 based on Cronbach's a coefficient statistic. King, Myerson, Ingli's, Jenkins,
and Ollendick (1995) examined the reliability of the LOI-CV (20 items) in an
Australian sample (N=1602) with an age range of 8 to 16 years. These
researchers reported a Cronbach's o of .76. Two-week test-retest reliability was
calculated using Total Obsessive scores and Total Interference scbres for three

different age cohorts (8-10 yr.-olds, 11-13 yr.-olds, and 14-16 yr.- olds) on 106
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randomly selected participants. For the youngest cohort, .51 and .65 on Total

Obsessive and Total Interference scores were calculated, respectively. For the
middle cohort, .75 and .81, for Total Obsessive and Total Interference scores
were derived, resbectively. For the oldest cohort, .83 and .57 for Totai
Obsessive and Total Interference scores were found, respectively. Total
Obsessive scores were observed to increase with age; however, this was not
true for the Interference scores. ‘(s‘ee Table 1 for Technical Information on LOI-
CV.)

This dearth of tested reliability and validity for the LOI-CV (44-item and
20'-item scales) makes it extremely hard to judge its technical adequacy as well
as usefulness invthe assessment process. Additionally, the studies that were
found are difficult to compare given the lack of common statistics used to judge
the instrument. Finally, it should be underscored that traditional validity studies
are distinctly different from epidemiological validity studies, and caution should
be rendered when trying to compare statistics across studies. Given these
caveats about the lack of reported technical adequacies, the advantages to the
LOI-CV are: (a) it is the only self-report measure available for children; (b) it

provides a measure of presenting symptoms, resistance, and interference; and
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(c) the card sort method affords clinical utility through observations. The

disadvantages are: (a) it does not distinguish between obsessions and
compulsions; (b) it is time consuming to administer; and (c) there is potential for
an overabundance of false positives and false negatives (Berg, 1989).

The Children's Yale-Brown Obsessive Compulsive Scale (CYBOCS).

Like the LOI-CV, the CY-BOCS (Goodman, Rasmussen, Price, Riddle, &
Rapoport, i990) is a downward extension of the adult version, Y-BOCS. The
CY-BOCS is a 19-item, clinician-administeréd scale, and is the most widely used
outcome measure for childhood onset OCD. The first 10 items assess core |
OCD. symptomatology (Ifems 1-5: obsessions; ltems 6-10: compﬁlsions), and
comprise the total score. The remaining items assess associated features of
OCD (5 items), global severity. and improvement (2 iterris), reliability (1 item),
and insight (1 item). All items are rated on a 5-point, Likert-type scale.

As is true for the LOI-CV (both 44-item and 20-item versions), there has
been a paucity of research that has systematically investigated the technical

properties of the CY-BOCS. This fact is surprising given its widespread use in

-drug outcome studies (Goodman & Price, 1992). A literature search was

conducted through the Obsessive Compulsive Information center at the Dean
Foundation located in Madison, Wisconsin by using the general descriptor, "Child
Y-BOCS." This searchlrevealed 24 art_icles. Only two of these 24 articles
pertained to technical test information. Riddle et al. (1993) used 19 taped

interviews and two blind raters to calculate inter-rater reliability, intraclass
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correlation coefficients, and a one-way ANOVA. Unfortunately, these statistics

were not reported in this abstract, and it is unclear if a paper with these results
was ever published. These authors indicated that validity measures would be
computed in the fufure. Hanna (1995) reported validity measures of the
CY-BOCS for a sample of 31 clinically referred children and adolescents with
OCD. A Pearson product moment correlation of .93 was found for the CY-BOCS
and the NIMH-G. Given that the technical properties of the CY-BOCS are
relatively untested, it is difficult to make a judgment about the reliability, validity,
and utility of this instrument. (see Table 1 for technical information on CY-BOCS.)
Despite the scarcity of technical information, the advantage 6f the CY-
BOCS is its ability to assess several dimensions of OCD symptoms such as
severity, interference, distress, degree of control, frequency, insight, avoidance,
and imprerment. The greatest concern, however, is that the authors did not
retain the symptom list from the adult yersion; therefore, a clinician might
inadvertently miss a key OCD symptom. Stallings and March (1995) conclude
that there may be no clear advantage of the CY-BOCS over the Y-BOCS.
The LOI-CV and the CY-BOCS are probably the most common rating

scales used for the assessment of OCD. These scales measure various

" characteristics of OCD and might be useful in certain situations. However, they
share several limitations such as lack of adequate standardization as well as
limited reliability and validity (specifically content validity and accuracy).

Moreover, the limited and untested support for these devices attests to the
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importance of additional empirical work to extend the existing literature base and

for alternative scale development.

Direct Observation Assessment of OCD

Although there are no systematic direet observation measures currently
used on a regular basis, this assessment method should be considered in the
assessment of OCD. Direct observation strategies afford the observer the
framework necessary to record behavior as it naturally occurs. There are several
different metheds for obtaining direct observations (i.e., frequency, duration, |

‘event, Iatency, and narrative). The chosen method will depend on the purpose of
assessment. For example, if an observer is interested in the number of times the
target child raises her/his hand, an event recording will likely be used given the
disctete nature of hand raising. Direct observations are useful for the functional
analysis of behavior in terms of antecedent, consequent, and sequential events.
This method is the most direct method of behavioral assessment (Cone, 1978)
and has the distinct advahtage of having ecological validity. Currently, there are
no systematic direct observation measures for diagnosis, treatment planning, or
treatment monlitoring of OCD. Work in this area is noticeably absent given

researchers’ pleas for direct observational measures (Berg, 1989; Taylor, 1995).
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Summary

The review of the childhood-onset OCD assessment literature revealed
several shortcomingé of the currently used assessment devices. These
weaknesses are: (.a).the children's scales have not been desigﬁed specifically for
children in that they have been downward extensions of the adult scales; (b) the
scales have untested reliability and validity; and (c) they are primarily
clinician-administered interviews or rating scales. Additionally, direct behavioral
observations for assessment and intervention monitoring have not been used on
a consistent or frequent basis (Taylor, 1995).

A review of _psychopharmacological treatment studies and psychosocial
interventions for children who have OCD underscores the inadequacies‘of the
current measures to reliably and accurately assess behavior change. In terms of
both medication and psychosocial intervention, clinicians and researchers assert
that there has beeh a positive change; however, they often fail to provide
consumers with the data on what behaviors have changed.

Over the past décade, the investigation of successful treatment options
for children and adolescents with OCD has multiplied. Fortunately, exposure and
response prevention (E/RP) behavior therapy; drug therapy, or a combination of
these therapieé have afforded many children and adolescents some symptom
relief: and for a few, full recovery (Leonard, Swedo, March, & Rapoport, 1995). .
Unfortunately, the assessment methodology of OCD significantly trails that of

current treatment options.
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Given the lack of any direct behavioral observation measure to monitor

psychophérmacological and/or behavioral interventions in children and
adolescents, the OCD-Direct Observation System (OCD-DOS) was created. The
reliability and acéuracy of the OCD-DOS will be established through an
alternative scale validation model called the accuracy-reliability paradigm

(Racine, 1994).
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Section Three: User’s Guide to

The Obsessive-Compulsive Disorder Rating Scale (OCD-RS) and

Direct Observation System (OCD-DOS)

- QCD-RS

The OCD-RS is designed to measure how often a student exhibits
specific, observable OCD behaviors in the classroom, home, and/or comfnunity,
The OCD-RS also assess how these specific behaviors interfere with a student'’s

success in a particular environment. This interference dimension lends itself

nicely to the DSM-IV criteria as well as gives the evaluator an idea which

behavior needs the most intervention. For purposes of this manual, the rater will

rate four OCD target behaviors. These target behaviors are reassurance

seeking, writing rituals, repeating, and symmetry. See Section Four for the
operational definitions of these behaviors. A complete copy of the OCD-RS can
be found in Appéndix A.

Directions for the OCD-RS

1. Familiarize yourself with the operational definitions of each target
behavior.

2. Complete the identifying information sheet in as much detail as
possible. Include any specific information regarding Child, setting, and
environmental characteristics.

3. Strategies for rating assessment include: (a) keeping a mental or

written tally of the number of times a behavior occurred during the specified time

186



171
and then applying that number to the specific dimension of the rating scale; and

(b) making a global judgment at the end of the specified time period.

4 At the end of the rating period, decide how often the student
performed the behévior described.

e If student never engaged in this behavior, éircle 0.

e If student performed this behavior sometimes (i.e.,
approximately 1-10 times/rating period), circle 1.

e If student performed this behavior very often (i.e.,
approximately 11+ times/rating period), circle 2.

5. | In addition the frequency rating, rate how much each of these
behaviors seemed to interfere with the student’s classroom/home/community
functioning.

e If the behavior did not seem to interfere with the
~c'lasssroom/home/com'rmm_ity performance and/or does not
seem to cause the student distress when he/she is not allowed
to perform the behavior, circle O (No Interference).

e If the behavior somewhat interfered with |
school/home/community performance and/br looks as thodgh
the student is in some distress when asked to stop the

behavior, circie 1 (Sometimes Interferes)‘.
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e If the behavior interfered with school/lhome/community

performance and/or student was in obvious distress if asked to
stop behavior, circle 2 (Interferes Most of the Time.)

6. In addit-ion to the target behaviors, record any additionaI.OCD
behaviors observed. You rhay start rating these during the current observation 6r
choose to start rating these target behaviors for your next rating period. These
additional observations are important to intefvention monitoring given that OCD

symptoms tend to wax and wane over time.
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OCD-DOS

The OCD-DOS is a structured direct behavior observation system for
observing the compulsive behaviors of children and adolescents who have
OCD. It should be noted that this observation system focuses only on the overt,
compulsive behaviors commonly associated with OCD. Therefore, this |
observation system is designed to supplement other OCD assessment tools

within a comprehensive assessment framework. It is intended to be used in a

_variety of settings such as school, home, and the community. | ,

The OCD-DOS uses an event recording procedure to measure the
frequency of target behaviors. The OCD-DOS requires the observer to recou;d
the target behavior with a tally mark for each occurrence of the behavior during
the observation session. For purposes of this manual, the OCD-DOS focuses
on the frequency’of four target behaviors which are reassurénce seeking, writing
rituals, repeating, and symmetry. It shpuld bé noted that the rating scale and
direct observation system are compatible in that they target the same behaviors.
These operational definitions may be reviewed in Section Four. A complete copy
of the observation form may be found in Appendix B.

Directions for the OCD-DOS

1. Carefully familiarize yourself with the operational definitions of the four

.compulsive behaviors.
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2. Complete the identifying information sheet in as much detail as

possible. Inciude specific information regérding child, setting, and
environmental characteristics. Also, record exact starting time.

3. For vidéotape observation, the observer may choose to observe for
whole class period for a real time observation, or for a shortened amount of time
(e.g., 20 or 30 minutes). Note time started and ended. |

4 The OCD-DOS divides the observation period into five minute intervals.

During the observation period, each target behavior is recorded in the

.appropriate time interval. For example, if Reassurance Seeking (RS) occurs at

10 minutes and 29 seconds, the observer would place a tally mark in the 10:01
to 15:00 interval column. If the observer observed two Writing rituals (W)
during the 17th minute of observation, the observer would place two tally marks

in the appropriate column. See the example below for an illustration.

—

Min. | :00-5.00 | 5.01- 10:01- | 15.01- | 20:01- | 25:01- | 30:01- | 35:01- | Total

10:00 15:00 20:00 25:00 30:00 35:00 40:00

RS |

5 The observer also should use the space provided at the bottom to
record any additional observations (i.e., new compuisions observed,

antecedents, consequents, sequential and/or environmental variables etc.).
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6. The extra numbers on the OCD-DOS re'cord form are for the observe:5
to-write in any other target behaviors.

7 Record the exact time at which the observation period ended.
Videotape Trainihg

The videotape accompanying this manual prqvides ‘a review of (1) OCD in
children and adolescents, and (2) the accuracy-reliability paradigm.

Additionally, it allows the assessor to calibrate his/her observation skills by
reviewing the four operational definitions of OCD school behaviors higﬁlighted in
this manual and by observing two 40-minute classroom situations.

The videotape illustrates a case example of an adolescent girl who has
problematic, overt compulsive behaviors in the school setting. Hypothetically, the
‘dia.gnosis of OCD has already been rendered, and the purpose of the
observations énd ratings are for treatment monitoring. The operational

definitions of the$e target behaviors are presented prior to the analog classroom

situations (i.e., Language Arts Class #1 and #2).
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Section Four: Behavior Codes

Each behavior code category is operationally defined. In order to be an
accurate observer or rater, observers/raters must memorize these definitions.
Study the following definitions carefully and refer to them frequently during
training. There is-a self-administered quiz following the behavior codes. If you
do not pass the quiz with 100% accuracy, please restudy the behavior codes
and retake the quiz. The quiz answers may be found in Appendix C.

Reassurance Seekina (RS)

This type of behavior includes excessive questioning of directions, assignments,

activities, time limits, classroom rules, etc. Basically, this person'’s behavior

_conveys a need for reassurance by someone else. RS is distinguished from

typical questions primarily by quantity. These RS questions are different from

. that of clarification questions in that the listener (i.e., observer/rater) has the

intuitive sense of what the answer is.

Writina Rituals (W

This behavior c,orjsists of excessive writing, rewriting and/or retracing. Difficulty
with writing could incIuAde the following behaviors: elaborate correction,
writing/rewriting, tracing certain letters, and starting whole assignment over.
Reg eating (R)

This behavior is defined as having to do particular actions over and over again.
Repeating behaviors include but are not limited to the following: getting school
work/supplies out of and putting them back into backpack; having to come

through the door several times in a certain way, blowing on fingers before one

picks up a pencil or turns a page, standing up and sitting down, tapping fingers a
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certain number of times before starting work, touching a glass to one’s lips a

certain amount of times, clicking the pen a number of times, reading over and
over. One episode of repéating is coded as one event recording. That is, if
student engages |:n R by standing up and sitting down three times, that would be
coded as one event.

Symmetry (SY

This behavior conveys a need for exactness or order. Symmetry behaviors

could include the following: lining up a book or paper with the edge of a desk,

'making sure a writing implement is placed exactly in the center of the desk,

arranging and rearranging supplies. One episode of symmetry IS coded-as one
event recording. That is, if student engages in SY by lining up her book with the

edge of a desk several times before stopping, that would be coded as one event.
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)RS

Behavior Codes Quiz for the OCD DOS and the OC

Instructions
For each behavioral description below, decide if the behavior is an example (E)
or non-example (N) of Reassurance Seeking (RS).

1. Student asks the teacher to clarify an assignment in further detail
by asking micro-specific questions. Classmates become irritated with the
student.

2. Student asks a peer for the assignment because she was too busy
copying the last assignment down. 4

3. Student asks two questions about a particular assignment. Then,
two more studenits ask similar questions for assignment clarification.

4. Student wants to know from the teacher if she is doing an
assignment correctly. She gets visibly upset when teacher tries to move on.

5. Student asks another student if she is doing the assignment right,
while all the rest of the students seem to be working on their assignments with
no trouble or confusion.

Instructions
For each behavioral description below, decide if the behavior is an example (E)
or non-example {N) of Writing Rituals (W). .

1. Student appears to be writing very slowly, but you can't really see
what she is doing on the paper.

2. Student is erasing-excessively, and then starts writing again.

3. Student rips paper out of her spiral notebook, and starts the
assignment over again. She appears in distress. .

4. Student appears to be'tracing a letter over and over. You can
actually tell that she is tracing by looking at her making the same movement over
and over again.

5. Student appears to be tracing a letter over and over. You can't
quite be sure that she actually is tracing and re-tracing.
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Instructions : : :
For each behavioral description below, decide if the behavior is an example (E)
or non-example (N) of Repeating (R). ,

1. Student runs her fingers through her hair several times while she is |
going to retrieve a book. She does not look as though she realizes she is doing
this behavior.

2. Student bites her nails while she is reading a book in class.

3. Student is entering class, but appears to have forgotten something.
This student retreats back through the doorway and tries to enter through the
door. Now, the student has a grimace on her face, and tries to come through the
doorway again. Finally, the student takes her seat.

4. Student has a drink in the lunch room. She taps the glass to her
lips seven times before drinking from the glass.

5. Student has to stand up three times before being able to leave her
classroom. ‘ ’

Instructjons
For each behavioral description below, decide if the behavior is an example (E)
or non-example (N) of Symmetry (SY). '

1. : Student opens her book to the assigned page ‘and proceeds to
smooth down her pages.

2. Student gets her supplies out of her backpack and looks as if she
has to place them in their correct places.

3. Student has her spiral notebook resting on her lap and her pen
haphazardly placed on her desk along with her assignment notebook.

4. Student has nothing on her desk.

5. Student places her spiral notebook on her desk, and pays careful
attention to lining up the side of her spiral with the side of her desk.
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Sectioﬁ Five: A Note to Research Participants
Experts
. 1. You havé been mailed the videotape, rating and observation manual,
and the OCD-RS and OCD-DOS forms.

2. Please read the r_nanual carefully and familiarize yourself witﬁ the
target behavior definitions and directions. While there exists some debate in the
OCD field on which behaviors are actually OCD versus those which are not
OCD, our instruments are not intended to render a diagnosis of OCD, but rather '
to monitor treatment of OCD. Therefore, when you watch the videétape please
focus on the operational definitions of the target behavior rather than is it or is it
not OCD.

3. Next, watch the first portion (20 minutes) of the videotape. When you
get to the analog classroom scenarios, stop your VCR. Now, you need to have
two OCD-DOS and OCD-RS because you will need one of each for each
classroom scenario on the v;deotape (i.e., Language Arts Class #1 and #2).

5. For the first classroom scenario (i.e., Language Arts Class #1), please
observe using the OCD-DOS starting at 20:00 and stop at 45:00. These intervals
are labeled at the top of your OCD-DOS.

6. You can complete the OCD-RS after you finish the OCD-DOS.

7. Please do not stop and rewind the_ VCR, it is our hopes that your

observation will'simulate as much as possible a naturalistic observation.
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8. When you have completed the first observation and rating, you can

observe and rate the next classroom situation (Language Arts Class #2) starting
at 1:23 and ending at 26:23.' These intervals are labeled at the top of the OCD-
DOS. Again pleése do not stop and rewind while you are completing your
observation form.

9. Once you have completed your two observations and ratings, please
return the materials and the videotape to Caroline N. Racine in the mailer
provided.

We certainly appreciate your time and effort. Hopefully, your contribution
will result in better assessment methods for children and adolescents with OCD.
When we receive all your materials, a check of $500 will be forthcoming under
separate cover. Thanks..

Graduate Student Observers

1. You wilt receive an observation training session that will last
approximately 3 hours. You will achieve a mastery criterion of 85% agreement
using the OCD-DOS and other event recording observation systems.

~ 2. During the training period, you will be required to read the Rating and
Observation Manual and familiarize yourself with the target behaviors. |

3. Once this initial training is completed, you will be randomly assigned to

one of two groups. What group you are in will dictate what task you do for that

week.
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4 The data collection will take 6 weeks and last for 30 minutes each time

we meet.

5 We will meet for the next 6 Mondays at 4:15 PM in 319.
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Section Six: Technical Information

Reliability

To be determined

Accuracy

The most glaring shoricoming of all current OCD assessment devices has
been the failure to use appropriate vélidity indices. This lack of appropriate
validity estimates for OCD assessment devices significantly hinders the utility of
'these instruments. All of the OCD measure$ that report validity estimates have
used a very traditionél method for establishing content, construct, and
criterion-related validity. In essence, investigators have tried to validate OCD
assessment instruments by using a traditional scale validation paradigm that
seeks to assess the existence ofa hypothetical construct, or latent trait. Whi]e
this traditional vafidation paradigm represents one way to establish the validity of
instrum.ents, perhaps an alternative scale validation model may be more usefull in
establishing the validity of OCD assessment measures. In this context, an effort
should be made to validate the OCD assessment devices as measures of
behavior instead of measuring a latent trait, or state of being. In other words,
OCD can (and should) be considered a behavioral response class consisting of
numerous individual, molecular behavi_ors (i.e., obsessions and compulsions).
The purpose of validating OCD assessment measures as behavioral assessment

measures is to ensure that the resulting scores describe actual, observable

jancd
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behavior (i.e., motor responses, cognitive and affective events, and physiological

responses).

Foster and Cone (1995) assert that two types of representational validity,
content validity and accuracy, should be established for behavioral measures.
Content validity assesses the extent to which the instrument measures what it
purports to measure. Specifically, content validity examines the extent to whichja

measure operationally defines the behavior/response class that is being

assessed. Also, scores obtained from the measure should depict the actual

behaviqr. Accuracy is é measure of the instrumenf's ability to refiect "true”
behavior: Establishing an instrument's accuracy is done by comparing scores on
a given instrument to those of an incontrovertible index. An incontrovertible
index is an illustration of the target beha\)ior(s) thét the investigator deems as
truth.” This incontrovertible index can be generated by mechaniéally genefated
responses, naturalistic observations, and/or controlled stimuli (i.e., videotaped
naturalistic behavior or scripted performance). Once accuracy of the instrument
is established, con\)ergent and discriminant validity are no longer necessary
(Foster & Cone, 1995).

Given that the psychometric properties of the various childhood-onset
OCD scales are suspect, there is a need to develop a scale that is sensitive to
the topography of a certain behavior. Apcuracy is a concept that is closely
related to féliability and validity, yet has rarely been addressed in the evaluation

of rating scales or direct observation measures. Cone (1981 ) indicated that the
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-establishment of an instrument's accuracy is the most important feature.

Unfortunately, researchers have often assumed accuracy from inter-rater
reliability or test-retest reliability indices. Howevér, a measure that is reliable is
not necessarily ac;curate, but a measure that is accurate is inevitably reliable.
Cone (1992) asserts, "To establish an instrument's accuracy, whether for
occurrence, cross-setting, or other, it is necessary to have two things: (a) a set of
rules/procedures, preferably written, for using the instrument, and (b) an

‘ incontrovertible index against which to compare data produced by the
.instrument" (p. 24). Thus, an incontrovertible index will be established for
purposes of this research by using videotaped vignettes of naturalistic behavior
and/or scripted performances from children who exhibit the various OCD
subtypes. Then, experts in the field of OCD will view these videotapes and
complete the newly created rating scale and direct observation measuré. If the
experts convergé on what they are observing, then the scale will be accurate.
Additionally, written, explicit instructions will be developed in accordance with
Cone's recommendations. Instructions will be an important part because they

are rarely used with existing instruments (Taylor, 1995).

Other accuracy indices will be determined from current research project.
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ehivior: Codes Quiz for the OC NOS and the OCH RS

Instructions
For each behavioral description below, decide if the behavior is an example (E)

or non-example (N) of Reassurance Seeking (RS).

1. Student asks the teacher to clarify an assignment in further detail
by asking micro-specific questions. Classmates become irritated with the

student.

2. . Student asks a peer for the assignment because she was too busy
copying the last assignment down.

3. Student asks two questions about a particular assignment. Then,
two more students ask similar questions for assignment clarification.

4. Student wants to know from the teacher if she is doing an
assignment correctly. She gets visibly upset when teacher tries to move on.

5. Student asks another student if she is doing the assignment right,
while all the rest of the students seem to be working on their assignments with
no trouble or confusion.

Instructions
For each behavioral description below, decide if the behavior is an example (E)

or non-example (N) of Writing Rituals (W).

1. Student appears to be writing very slowly, but you can't really see
what she is doing on the paper. '

2. Student is erasing excessively, and then starts writing again.

3. Student rips paper out of her spiral notebook, and starts the
assignment over again. She appears in distress.

4. Student appears to be tracing a letter over and over. You can
actually tell that she is tracing by looking at her making the same movement over

and over again.

5. ' Student appears to be tracing a letter over and over. You can't
quite be sure that she actually is tracing and re-tracing.
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Instructions
For each behavioral description below, decide if the behavior is an example (E)
or non-example (N) of Repeating (R).

1. Student runs her fingers through her hair several times while she is
going to retrieve a book. She does not look as though she realizes she is doing
this behavior.

2. Student bites her nails while she is reading a book in class.

3. - Student is entering class, but appears to have forgotten something.
This student retreats back through the doorway and tries to enter through the
door. Now, the student has a grimace on her face, and tries to come through the
doorway again. Finally, the student takes her seat.

4. Student has a drink in the lunch room. She taps the glass to her
lips seven times before drinking from the glass. :

S. Student has to stand up three times before being able to leave her
classroom.

Instructions
For each behavioral description below, decide if the behavior is an example (E)
or non-example (N) of Symmetry (SY).

1. Student Qpené her book to the assigned page and proceeds to
smooth down herpages.

2. ~ Student gets her supplies out of her backpack and looks as if she
has to place them in their correct places.

3. Student has her spiral notebook resting on her lap and her pen
haphazardly placed on her desk along with her assignment notebook.

4. Student has ﬁothing on her desk.

5. Student places her spiral notebook on her desk, and pays careful
attention to lining up the side of her spiral with the side of her desk. '
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Appendix D:

Raw Data
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Raw Data
Videotape #1
OCD-RS OCD-DOS

Participant RS W R SY RS W R SY
1 2 2 1 1 22 18 2 4
2 2 2 1 1 26 17 4 6
3 2 2 1 1 21 18 3 6
4 2 2 1 1 22 14 3 3
5 2 1 1 0 20 8 2 2
6 2 2 1 1 19 11 2 2
PS 2 2 1 1 15 16 3 - 4
E1 2 2 1 2 23 14 6 11
E2 1 1 1 1 20 16 7 3
E3 2 2 1 1 20 12 6 6
E4 2 2 1 1 14 17 3 2
ES 2 2 1 1 13 16 3 2
E6 2 2 1 1 25 15 9 5
E7 2 2 1 1 20 15 6 5
E8 2 2 1 1 21 17 3 9
EQ 1 2 2 1 7 11 12 7
Videotape #2

. OQCD-RS OCD-DOS
Participant RS W R SY RS W R SY
1 1 1 0 1 10 3 0 8
2 2 2 0 1 16 4 0 8
3 2 1 0 2 12 3 0 10
4 2 1 0 2 18 1 -0 11
5 2 1 0 1 13 0 0 10
6 2 1 0 2 16 3 0 11
PS 1 1 0 1 9 .3 0 7 .
E1 1 1 0 1 10 3 0 10
E2 . 1 1 1 1 12 3 5 7
E3 2 1 0 2 13 3 0 7
E4 1 1 -0 1 3 9 0 3
ES 0 1 1 1 0 4 0 9
E6 2 2 0 1 10 11 7 8
E7 2 1 1 1 14 4 6 8
E8 2 1 0 1 15 5 0 6
EQ 1 1 1 1 8 5 3 9
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